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ABSTRACT

The Early Intervention program in Pennsylvania has within its design, provision
to provide a range of at least sixteen support services to eligible infants, toddlers and their
families. State mandated early intervention programs in Pennsylvania offer services to
premature, underweight, medically fragile or chronically ill babies, infants with identified
disabilities or developmental delays, adolescent parents, depressed parents, parents who
are unprepared or overwhelmed by the care of a baby, and parents at social or emotional
risk in the caregiving role. The overall intention of the Early Intervention Program is to
reduce the risk of developmental dysfunction and delay and to enhance the emotional
well-being of children and families. These services and supports were designed to
address specific outcomes that are identified by families, physicians and other significant
people in the families' lives. Many ofthe services provided to eligible families address
cognitive, physical and communication delays. However, in practice many of the unique
social, emotional and behavioral needs faced by children and parents are not being met.
The participants of this study consisted of228 case managers working in the
Early Intervention Birth to Three Service Coordination Unit at county mental
health/mental retardation programs in Pennsylvania. The 35 counties that granted
permission for their case managers to be included in the study were: Adams, Allegheny,
Beaver, Berks, Bradford, Bucks, Cameron, Carbon, Chester, Clinton, Columbia,
Dauphin, Elk, Erie, Fayette, Lackawanna, Lancaster, Lehigh, Luzerne, Lycoming,
McKean, Montgomery, Montour, Momoe, Northampton, Philadelphia, Pike, Snyder,
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Schuylkill, Sullivan, Susquehanna, Union, Wayne, Wyoming, and York. These counties
represented 25 county joinders and included the four regions of Pennsylvania.
This study identified 1) the types of Early Intervention services parents are
requesting from case managers in the birth-to-three Early Intervention system in
Pennsylvania, 2) explored case managers perceived level of need for services on their
caseloads for the birth-to-three Early Intervention system in Pennsylvania, 3) evaluated
the actual frequency of services being provided in the birth-to-three Early Intervention
system in Pennsylvania, 4) explored case managers' confidence level for being able to
coordinate services for the 16 identified services and document them on the
Individualized Family Service Plan, 5) identified barriers that may prevent services from
being rendered, and 6) looked to what extent population density, county caseload size,
and defined regions within Pennsylvania impacted on the actual frequency of Early
Intervention services being provided.
This study is relevant because it identifies challenging issues families and case
managers face on a daily basis, as well as the services that are critical for comprehensive
and collaborative service delivery. Additionally, suggestions were made as to how to
improve access to psychology services which could benefit the Early Intervention
Program in Pennsylvania by meeting the unmet needs of the families.
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Chapter 1

Introduction

The Individuals with Disabilities Education Act (IDEA) is an evolutional piece of .
federal legislation with roots in Public Law 91-230, the Education of the Handicapped
Act (EHA), which was passed on April 13, 1970. This landmark legislation was enacted
to ensure that all school-aged children (3 to 21 years of age) would receive a free and
appropriate education, an education that is designed to meet their unique individual needs
in the least restrictive educational setting. It was not until 1986, however, that
amendments were made to the EHA to guarantee that eligible infants and toddlers (birth
to three years of age) would also be included in receiving supports and services necessary
to maximize a child's development. The amendments to the EHA then became P.L. 99
457, which passed both houses of Congress without opposition on October 8, 1986.
Following amendments in 1998, 1990, and 1991, the title ofthe EHA was changed to the
Individuals with Disabilities Education Act (IDEA) and this law included dramatic
reforms, such as requiring school districts to provide public notice of policies on
nondiscrimination, grievance procedures and annual notification of the services available
through the school district. Although the Individuals with Disabilities Education Act does
not mandate that states participate, financial incentives from the federal government has
motivated the State of Pennsylvania to take part and to develop the Pennsylvania Early
Intervention System Act. Since 1997, Early Intervention services for children birth-to
three have been reauthorized and reclassified under Part C ofIDEA.
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The Pennsylvania Early Intervention System was developed and implemented to
be in compliance with the Individuals with Disabilities Education Act Amendments,
Public-Law 102-119 and the Pennsylvania Early Intervention Services System Act, PA
Act 212-1990. The intention of the General Assembly was to establish a statewide
system of Early Intervention services and supports for infants and toddlers, from birth to
three years of age, and their families. In Pennsylvania, the Department of Public Welfare
through the Office of Mental Retardation is the lead agency that holds each county
Mental Health! Mental Retardation Program responsible for designing and implementing
the Early Intervention Program (Early Intervention Services System Act, Section, §875
102, 1990).

Early Intervention and Entitlement

Early Intervention is considered an entitlement program that is offered at no cost
to families, with supports and services being designed based on outcomes identified by
each family. Eligibility for Early Intervention is determined by 1) a 25 percent delay in
one or more areas of development: adaptive skills, cognition, communication, physical
development, sociaVemotional skills, 2) a diagnosed physical disability, such as hearing
or vision loss, 3) an informed clinical opinion, and 4) known physical or mental
conditions which have a high probability for developmental delays, such as Down
Syndrome, Fragile X, and Autism (Early Intervention Services System Act, Section
§875-305, 1990).
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Families, physicians, and other agencies, such as Children and Youth, may refer a
child to the Early Intervention program because they have concerns and knowledge about
the performance of a child and family across a variety of environments.

Intake Process

Intake is provided by a case manager and is the initial step for the determination
of a family's needs, concerns and. strengths, as well the first opportuility for case
managers and family members to begin a trusting and long-lasting professional
relationship. Based on information gathered at intake, a family may receive one of three
outcomes: a) child and family is not eligible for services and the case is closed; b) child
and family are placed into a tracking program, which consists of periodic questionnaires
that focus on development; or c) the child and family are referred for a Multidisciplinary
Evaluation to determine developmental levels and eligibility for Early Intervention
services (IDEA, 1990).

Multidisciplinary Evaluation

The multidisciplinary evaluation team is determined by case management and
includes one or more professional disciplines, which have the appropriate training to
address the areas of concern. These professionals may include, but are not limited to
teachers, physical, speech and occupational therapists, vision specialists, social workers,
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nurses, adaptive device specialists, mobility specialists, family therapists and
psychologists.
Once interest has been expressed to a Case Manager in the Early Intervention
system, and the intake process occurs, a child's eligibility begins with either a screening
andlor a multidisciplinary evaluation (MDE). The MDE must include 1) the present level
of functioning in each of the developmental areas, 2) assessment of the unique needs of
the child in each developmental area, 3) the identification of family outcomes appropriate
to meet those needs and other recommendations that may be utilized to develop an
individualized family service plan, and 4) a statement of the appropriate natural
environment in which each support and service will be provided (Early Intervention
Services System Act, Section, §875-305, 1990; IDEA, 1990).

Individualized Family Service Plan

The Individualized Family Service Plan (IFSP) documents and captures the
diverse array of supports, family outcomes and services that will be provided to help
parents enhance their competencies in raising a child with a developmental delay or
disability and must be developed within 45 days of referral to the system.
McWilliams (1992) has conducted significant bodies of research on the
importance of family centered intervention programs, and considers family input the
bedrock of Early Intervention services. His research discusses the significance of family
friendly language in the IFSP, language which is reflective of what a family needs, in
words that they understand, and is documented in such a way that the family takes

p
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ownership ofthe intervention plan. McWilliams (1992) reports that helping families
formulate outcomes that are relative to family life, and reflective of the problems
encountered during the daily routines of the child and family is a pivotal step in this
ownership. Annual meetings and periodic reviews of the IFSP occur as long as the child
continues to be eligible for Early Intervention services. An IFSP is developed with a
family to outline a plan of Early Intervention supports and document the major outcomes
to be achieved. Families provide information on their resources and strengths, as well as
their needs, to help them enhance functioning on a day-to-day basis. The IFSP document
is the place where they can talk about the hopes and expectations they have for the Early
Intervention system, as well as a reflection of their lives and an opportunity to present a
unique picture of the family.
Family Outcome is the term used in Early Intervention to identify a goal the
family wants to meet. The philosophy behind the selection of that particular term is that
the outcome must be based on the concerns of the family, and be determined by the
family in collaboration with case management and other professionals. (Early
Intervention Services System Act, Section, §805-501, 1990; IDEA, 1990, §4226.75).
Bailey (1989) and McWilliams (1992), have reported that successful results in Early
Intervention centers on effective Family Outcomes, which must be family, rather than
therapist, driven, and must be functional rather than medically written. Parents,
caregivers, case managers and professionals may all articulate their concerns and goals
differently, however through developing Family Outcomes during the IFSP process all .
parties can bring their expertise to the family to help support them with services that are
designed to achieve a family goal.
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In addition to the Family Outcome, the IFSP document must include: a)
descriptive statements of a child's present level of functioning in the five developmental
domains; b) the family's community resources, priorities, concerns and strengths; c) other
services that may be helpful to receive, but not required, for Early Intervention, such as
referral to an allied health professional; d) the family outcomes that are expected to be
achieved as a result of the Early Intervention process; e) a statement of beginning and end
dates, frequency and duration times for services; and f) a transition statement on the
procedures that are going to be taken when the child moves from the Birth to Three Early
Intervention system to the 3 to 5 Early Intervention program funded by the family's
school district (Early Intervention Services System Act, Section, §875-501, 1990; IDEA,
§4226.75, 1990).

Identified Services

To promote a child's development and acquisition of skills in one or more ofthe
five developmental areas (adaptive skills, cognition, communication, physical
development, social/emotional skills) the Early Intervention program has identified 16
services that may be utilized. Because the list is not exhaustive, the IFSP team led by the
case manager also has the option to identify and include additional services that may be
necessary to promote a child's development (IDEA, §4226.22, 1990). The 16 basic
services are:
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1. Assistive Technology: those services that directly assist a child with a
disability in the selection, acquisition, or use of an assistive technology device. It may
include: a) evaluation of the functional needs of a child; b) purchasing or leasing devices;
c) selecting, fitting and customizing devices; d) coordinating and utilizing other services
such as within a rehabilitation program; e) training a child and family on the technical
aspects of utilization of assistive devices; and f) training other professionals who are
working with the child.
2. Audiology Services: include those services that are directed toward children
who are at risk of auditory impairment or who have been identified as having an auditory
impairment. These services may include: a) screening and assessment of auditory
impairment; b) determining the degree of hearing loss and communication functioning; c)
referral for medical services necessary for habilitation or rehabilitation such as cochlear
implants; d) auditory training, speech reading, and listening devices orientation; e)
provision of services that prevent hearing loss; and f) selecting, fitting and dispensing
hearing aids and vibrotactile devices.
3. Family Training, Counseling, and Home Visits: those services that are
provided by social workers, psychologists and other qualified personnel to assist families
in understanding the special needs of their children, as well as understanding the methods
of enhancing their children's development.
4. Health Services: those services that are necessary to help a child and family
benefit from the other 15 services. These include services such as tube feeding,
colostomy collection bags, and the changing of dressings. They are not services that
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provide surgery, such as in the case of cleft palate, or are medical in nature, rather they
are designed to enhance the child's ability to receive other authorized services.
5. Medical Services for Diagnostic or Evaluation Purposes: those services
provided by a licensed physician to determine a child's developmental status and the
need for Early Intervention services.
6. Nursing Services: include the assessment of health status to determine the need
for care, the provision of nursing care to prevent health problems, or to restore or
improve functioning, and the administration of medications, and other prescribed
treatments.
7. Nutrition Services: those services that are utilized to develop and monitor
plans that focus on the nutritional needs of children.
8. Occupational Therapy: includes those services that focus on the functional
needs in relation to play, sensory integration, motor and positioning. It includes: a)
identification, assessment, and intervention; b) adaptation of the environment and
identification of orthotic devices that are designed to improve functioning of daily skills;
and c) prevention of future delays in development.
9. Physical Therapy: includes those services that focus on sensorimotor
development, musculoskeletal status, neurobehavioral organization, perceptual and motor
development, cardiopulmonary status and environmental modification. These services
may include; a) screening and evaluation of motor function b) program development that
is designed to enhance movement; and c) providing therapeutic intervention to prevent
and treat movement problems.
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10. Psychology Services: those that provide the administration of psychological
and developmental tests and other assessment procedures; interpretation of test results;
obtaining, integrating and interpreting information about a child's behavior; assessing
family conditions related to learning and mental health; the development, implementation
and managing a program of psychological services, including psychological counseling
for children and parents; family counseling; and consultation on child development,
parent training and education programs
11. Service Coordination: is a term that is used in Early Intervention and is
synonymous with the general term case management. These services include
coordinating all services among participating agencies, assisting families in gaining
access to the services identified in the IFSP, and the facilitation of a timely delivery of
available services.
12. Social Work Services: are those that include evaluating a family's living
conditions and parent-child interaction, social emotional assessments, family-group
counseling, and identifying and coordinating community resources to help a family
maximize Early Intervention services.
13. Special Instruction: includes those services designed to promote the child and
family's understanding of developmental levels and milestones, including cognitive
processing through the deVelopment of curriculum planning and implementation.
14. Speech-Language Pathology: includes services that focus on identification,
and direct treatment of children with communicative or oropharyngeal disorders and
delays in communication skills. .
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15. Transpoliation and Related Costs: includes the cost of travel (e.g. mileage, or
taxi) that is necessary to enable a child to receive Early Intervention services.
16. Vision Services: those services that provide evaluation and treatment of
visual functioning, including communication skills training, orientation and mobility
training to enhance independent living skills.

Case Management

Legislation mandates that all families in the Early Intervention system receive
service coordination in order to provide "seamless" delivery of services between
consumers and providers of service. Case Managers can be considered the "gatekeepers"
of Early Intervention and are responsible for authorizing services that will be designed to
support the family based on the individual needs of that family (IDEA, 1990). Case
management is a significant aspect in the delivery of supports and services. How case
managers view the Early Intervention system, and each family's needs, as well as their
ability to establish and maintain a working relationship with families will ultimately
impact the services each family receives (Bailey, 1989).

Statement ofthe Problem

The Early Intervention program has within its design, provision to provide a range
of at least 16 support services to eligible infants, toddlers and their families. This study
will glean information about the types of Early Intervention services parents request from
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case managers, identify case managers perceived needs for services and identify barriers
and supports in the utilization of these services. The study will also provide appropriate
recommendations based on findings ofthe study to those who work or are interested in
working within the Early Intervention Program in Pennsylvania, such as case managers,
county supervisors, county administration, health professionals, habilitation therapists
and psychologists.

Purpose ofthe Study

The purpose of this study was to 1) gain an understanding of the types of Early
Intervention services parents are requesting from case managers in the birth-to-three
Early Intervention system in Pennsylvania; 2) gain an understanding of case managers'
perceived level of need for services on their caseloads for the birth-to-three Early
Intervention system; 3) gain an understanding of the actual frequency of services being
provided in the birth-to-three Early Intervention system; 4) evaluate case managers
confidence level for being able to coordinate services for the sixteen identified services
and document them on the Individualized Family Service Plan; 5) identify barriers that
may prevent services from being rendered; and 6) evaluate to what extent population
density, county caseload size, and defined regions within Pennsylvania impact on the
actual frequency of Early Intervention services.
This study expanded the fund of knowledge regarding the types of Early
Intervention services parents and case managers perceive as being necessary to meet the
needs of the children and families they work with, identify met and unmet needs, as well
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as highlight any barriers that occur in the provision of these services in the birth-to-three
Early Intervention system in Pennsylvania.

Rationale

State mandated Early Intervention programs in Pennsylvania offer services to
premature, underweight, medically fragile or chronically ill babies, infants with identified
disabilities or developmental delays, adolescent parents, depressed parents, parents who
are unprepared or overwhelmed by the care of a baby, and parents at social or emotional
risk in the caregiving role. The overall intention of the Early Intervention Program is to
reduce the risk of developmental dysfunction and delay and to enhance the emotional
well-being of children and families. These services and supports are designed to address
specific outcomes that are identified by families, physicians and other significant people
in the families' lives (Hodapp & Krasner, 1995).
On the surface it appears that many of the services provided to eligible families
address cognitive, physical and communication delays. However, the unique social,
emotional and behavioral needs faced by children and parents may be challenging to
meet, and thus may be creating a gap in the provision of comprehensive Early
Intervention services (Majnemer, Shevell, Rosenbaum, & Abrahamowicz, 2001).
Psychological services can help address these challenging issues, and are critical
for comprehensive and collaborative service deliv~ry. They can close this gap by helping
parents to understand child development, providing emotional support, providing
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infant-parent psychotherapy, and designing and implementing behavioral interventions
(Webster-Stratton, 1998).
Research on how families and case managers perceive the need for services, and
on identifying the barriers to obtaining these services, is an effective way to begin to
understand what is needed. This may also assist in providing the information and
resources needed to facilitate better supports and services within the Early Intervention
system.

Related Research

During the Renaissance period, one of the major themes was the concept of
Humanism. During that time there was a new interest in how people think, behave, act,
and feel, bringing to light questions regarding a person's achievement, potential, and
personal beliefs (Hergenhahn, 1997). This quest for knowledge propelled the field of
psychology in a new direction, one not solely based on spiritual experiences but on an
individual's sensory experiences. Unfortunately, psychological theory veered off course
and focused on maternal weaknesses and the unmet psychological needs of childhood
when looking for the origins of child and family pathology (Hetherington & Martin,
1986). This type of thinking continued for decades until researchers realized that children
are more than passive participants, but rather are active, rambunctious, and motivated
learners (Majnemer et al., 2001).
Fortunately, times have changed. Since the 1960s contemporary psychology has
developed a transactional model for understanding family interactions. This model's

Services in Early Intervention

14

approach to child development emphasizes a child's individual development within a
family context working and participating in the community. For medical and
psychological professionals who work with infants, toddlers and families this model has
brought promise in the areas of designing, and implementing outcomes that are effective,
efficient, consumer driven and functional within a family and community context
(Hutchins & McPherson, 1991).
The Early Intervention Program in Pennsylvania has evolved in a similar manner.
Prior to 1975, children with disabilities and their families had few resources
(Webster-Sratton, 1998). At one point in the history of service provision, therapy was
based solely on the weaknesses that a child presented during an evaluation. Services
were based on the problems a child was having with little regard to how a child was
performing within a family routine, or within the community. Little focus was paid to the
functionality of the family as a whole; rather it was the detailed problems of the child and
how a "professional" viewed the problems (Hutchins & McPherson, 1991). Additionally,
most services provided were typically in institutions or inpatient hospital settings.
Attitudes and legislation toward people with disabilities began to shift after 1975.
The primary difference between services prior to the enactment of Education for All
Handicapped Children Act of 1975 (PL 94-142) is that the importance of caregiver
involvement was emphasized and that intervention was programmed around family needs
(American Academy of Pediatrics, 1999; Black, 1991; DelCarmen-Wiggins 2000;
Hutchins & McPherson, 1991; Piotrkowski, Collins, Knitzer, & Robinson, 1994; The
Individuals with Disabilities Act, 1997; Sandler & Brazdziunas, 2001.) Today, supports
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and services that are provided during a child's and family's daily routine is standard
practice, particularly to enhance family functioning (Black, 1991).

Psychological Needs ofFamilies and Young Children in Early Intervention

Family psychopathology may be bidirectional from parent to child and child to
parent. Large bodies of research have documented risk factors that may contribute to
psychological problems for parents and children. Factors such as low birth weight,
chronic illness, language delay, poverty (DeICarmen-Wiggins, 2000), inappropriate

.

parenting practices (Webster-Stratton, 1998), lower socioeconomic class and family
stress (Breslau, & Prabucki, 1987) all have been shown to place children at greater risk
for health, school, and emotional problems. Many studies have shown that children with
behavioral problems have families who demonstrate chronically poor and inconsistent
parenting practices, such as limited positive parental involvement, poor monitoring, and
harsh discipline (Campbell, Breaux, Ewing, & Szumowski, 1986; Harrold, Lutzker,
Campbell, & Touchette, 1992). Likewise, infants and toddlers with disabilities and
difficult temperaments may be the cause of anger, hostility, anxiety, and depression in
their caregivers (Campbell, Breaux, Ewing, & Szumowski, 1996).
Bugental and colleagues (2002), found that parents of children classified at-risk
for developmental delay and disability used significantly more corporal punishment
techniques, such as hitting, kicking, spanking, slapping, and throwing, than parents in the
control group. They also posit that parents who engage in this behavior may be
responding to their children's actions automatically, based on their own dysfunctional
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schema. In their study, they found that these parents were shown to have made
significant progress (reduction in harsh parenting techniques), when involved in an in
home cognitive-behavioral treatment program.
In a large study looking at divorce rates and the annual income of25,000, subjects
it was found that 20 percent of parents of children with disabilities were divorced or
separated, as compared to 15 percent of parents who were not faced with disability issues.
Additionally, it was found that the annual income of parents who have a child with a
disability was $4,000 to $5,000 less than other families (Hodapp & Krasner, 1995). The
effects of a disability also impacts upon siblings, with the siblings of children with
disabilities being sadder as a group and showing more aggression toward peers than the
control group (Prabucki, 1987).
Researchers have studied the impact of depressed parents' on their children's
behavior. Cardone (2002) has found that the impact of depression, as well as other
disabilities, varies from family to family; however he did find that maternal state is
usually associated with infant health. Fetal anomaly and infant disability have been
shown to create increased maternal feelings of anxiety, depression, anger and
hopelessness (Bailey, Blasco, & Simeonsson, 1992). In other research Kovacs (1996)
studied depression extensively and found that depression affects all members of a family,
with untreated depression and other mood disorders increasing in severity and duration
with each recurrence. He has also stated that childhood depression places children at
risk for suicide and other psychological difficulties, such as poor development of peer
relationships and academic underachievement. Radke-Yarrow, Cummings, and
Kuczynski (1985) have found that mothers with affective illnesses have difficulty relating
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to their children and that depression decreases the likelihood that a secure attachment
bond develops, ultimately creating a difficult and erratic environment for children to
develop (Bowlby, 1998).
Longitudinal research has documented that the prevalence of childhood
behavioral psychopathology may be as low as 5.8 percent or as high as 21 percent
(Costello et aI., 1988; Lavigne et aI., 1996; Fagan, Singer, Montie, & Shepherd, 1986;
Wynder, 1998). Rappley et aI., (1999), report behavioral problems begin early in life
(between 2 to 3 years of age) and that these behaviors precede more serious
psychological problems, which may result in substance abuse and criminal behavior as
children get older. Some of the problems reported by parents of school-age children with
ADHD include symptoms such as difficulty following family routines, hyperactivity,
oppositional behavior, feeding and sleeping problems. In Lavingne's et aI., 1996 study,
researchers looked at psychiatric disorders of preschool children in a primary care setting.
They found that from a subject pool of 3,860 children the prevalence of behavior
problems was 8.3 percent and that 2 percent of these children aged 2 to 5 met the DSM
IV's criteria for Attention Deficit Hyperactivity Disorder. In this study Oppositional
Defiant Disorder (ODD) was by far the most common disorder, followed by Attention
Deficit Hyperactivity Disorder and then emotional disorders. They posit that the critical
period for understanding the onset of disorders, and the time to first intervene, is in the
years between 2 and 3, when the child is perhaps the most amenable to change.
There are numerous roles for psychologists within the Early Intervention system.
Psychologists utilize their training in a variety of settings and with diverse populations to
provide diagnostic decisions, to formulate treatment plans and to help the family develop
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strong outcomes. This extensive experience provides opportunities to look at family
functioning in a much broader context than just a child's abilities in five developmental
levels. Assessment can look at child and caregiver affect, attitudes toward illness and
disability, medication issues, sibling interactions and parenting skills. (Berlin,
Brooks-Gunn, McCarton, & McCormick, 1998; Brooks-Gunn et al., 1994; Stratton, 1999;
Curry et al., 1997).
Volumes of research have been generated on the effectiveness of psychological
intervention. The American Psychological Association Practice Directorate (1998),
identified individual, group, family, behavioral therapy and behavioral consultations as
the primary clinical interventions used by psychologists to treat patients and families. It
has been demonstrated that psychologists have a significant role in helping people change
habits and belief systems that lead to despair and illness. Crossley (200 1) stated that
psychology is the profession that knows most about human behavior and how to change
it. Thus, it is the most likely professional in the Early Intervention system to address the
barriers that prevent families and children from making changes and following through
on treatment interventions and progress toward the family's outcomes and goals.

Referral to the Early Intervention System

The purpose of the Early Intervention system is to find children and families as
early as possible so that the child and the family can reach their maximum potential. The
goal of intervention is to support parents and caregivers by providing them with the skills
and supports needed to help themselves and their family (Bailey et al., 1992). The
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underlying question then becomes: "How does the system find a family and how does the
family find the system?"
Screening and MUltidisciplinary evaluations are key components of the statewide
system of Early Intervention services under Part C of Public Law 102-119 and
Pennsylvania Act 212-1990 (Early Intervention Services System Act, Section 805-305,
1990). County Mental Health and Mental Retardation program offices are required to
develop guidelines to locate and identify eligible children by conducting "child find"
activities.
The statute identifies, but does not limit outreach to the following at-risk groups
which must be targeted in child-find activities: a) children with birth weight under 1,500
grams; b) children cared for in neonatal intensive care units of hospitals; c) children born
to chemically dependent mothers and referred by a physician; d) children who are
seriously abused or neglected; and e) children with confirmed dangerous levels of lead
poisoning as set by the Department of Health.
Although the statute clearly defines at-risk groups, the American Academy of
Pediatrics (1999) identified a host of other problems, such as psychosocial issues, sensory
integrative problems, maternal and paternal mental health considerations and other
medical issues that are not being identified in a timely manner. Numerous studies have
shown that any delay in implementing services may significantly impact upon children
and family functioning (Brooks-Gunn et aI., 1994; Mansell, Sobsey, & Calder, 1992;
Webster-Stratton, 1998).
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Barriers to Referral to Early Intervention

Rosenbaum (1988) reports that parents and caregivers usually have

~

general idea

that something may be wrong with their child's functioning, but they do not necessarily
know what it is or where to turn for help and assistance. Relying first on friends and
family (Hart, 1997) for advice, parents/caregivers then seek input from physicians and
other professionals such as child care providers and governmental assistance programs; to
direct them toward the help they may need (Levy & Hyman, 1993; Majnemer, 1998).
Physicians, psychologists and other health professionals have a responsibility to identify
children and families who are demonstrating a need for services; however, one significant
barrier may be that physicians tend to refer children with motor involvement most often.
They take a conservative tone when referring children with cognitive or social and
emotional delays to publicly funded programs; referring only when problems are severe
(Fagan et aI., 1986). There are numerous studies however, that discuss various barriers to
services. In a recent one, services were compared to determine a ranking of frequency of
the provision of services. Occupational therapy, physical therapy and speech therapy
were provided extensively, while the provision of psychological services was considered
uncommon (Majnemer et aI., 2001).
Additionally, another barrier may be that health professionals have been reluctant
to provide diagnoses that could potentially identify a child and family for Early
Intervention services (American Academy of Pediatrics, 1999). Plausible reasons
professionals are reluctant to assign these diagnoses to very young children may include
inexperience and a lack of reliable measurements. Therefore, many parents and
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physicians choose to "wait it out" and see how the child develops (Del Carmen-Wiggins,
2000).
The Diagnostic and Statistical Manual of Mental Disorders, Forth Edition
(DSM-IV), is utilized by many health professionals to organize and classify mental
disorders. The DSM -IV may also be a barrier to referral for children because of its
limited value when working with young children. For example, the DSM-IV lacks clear,
definitive age ranges for most young children. Vague statements such as "symptoms
must start before the age of seven" may not always provide the necessary information to
diagnose a young child appropriately or in a timely manner (Rappley et aI., 1999).
Additionally, Rappley also states that the DSM-IV is not an effective tool for physicians
because its guidelines usually state that deficits should be collected from "multiple
settings for maximum benefit." Unfortunately, primary carephysicians and psychologists
usually lack the opportunity to evaluate children in a naturalistic setting; rather they rely
on a child's performance in the physician'S office and parent/caregiver reporting.
Therefore, physicians may be missing "critical periods" in a child's development that can
be enhanced with Early Intervention services (Levy & Hyman, 1993). Lavigne et aI.,
(1996) found that services were provided extensively to older children and specific
populations, particularly those who presented with external behavioral problems, autism,
profound mental health disorders and mental retardation.
Cardone (2002) has written on the limitations of the DSM with adults, especially
when diagnosing post-partum depression and perinatal depression. He states that both
diagnoses have restricted definitions and classifications as postpartum has been placed
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under the major depression category, and, even more limiting, perinatal is not even
discussed in the manual.
Despite all of the positive aspects of Early Intervention services, it appears that
there is a weak link in the provision of psychological services as compared to other
services utilized (Majnemer et aI., 2001). This may suggest that there is a large pool of
families who are not receiving Early Intervention services to address psychological issues
that may be affecting children, the caregivers and the family system as a whole. This is
unfortunate for families that can benefit partiCUlarly from psychological services, because
they may be falling between the cracks of the system and losing opportunities for services
they are entitled to receive (IDEA, 1990).

Enhancing the Early Intervention System with Psychological Services

Psychologists can play an active role in bridging the gap ofunmet services by
merging family issues with child concerns and medical considerations, which impact
family functioning on a daily basis (Bailey et., 1992). In 2000, Shevel, Majnemer,
Rosenbaum and Abrahamowicz stated that early identification of children with global
developmental delay was most essential for effective planning. They continue by stating
that further classification based on etiology is valuable to determine risks, treatments,
prognosis, and to develop prevention programs. They further posit that the benefits of
early identification and the underlying etiology will reduce unneeded testing, provide
family members direction for planning, and reduce overall costs of treatment due to
targeting negative behaviors early, and focus on enhancing specific outcomes. In
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addition, scarce resources can be allocated to those children who are most in need ofthe
services (Fagan et aI., 1986). However, an underlying problem in the Early Intervention
system is facilitating family involvement, especially when families have multiple
problems (Majnemer, 1998). Intervention works best with open communication and
collaboration with families because it focuses on enhancing family functioning,
increasing family coping skills and decreasing psychosocial stressors. This has been
shown to be effective in improving parent and child interactions (Harrold et aI., 1992).
Roberts and Magrab (1991) discuss the benefits of psychological input, especially
in the understanding of lifespan development, as it pertains to atypical emotional and
intellectual development. They expound on the impact of this atypical development on
the larger context of how family's resources, strengths, and concerns are integrated. In a
study by Miller (1987), which looked the benefits of mother and infant programs, it was
suggested that children and families who participated in the programs had less social
problems, such as academic issues and economic difficulties than control-group families.
Psychologists can provide information along all points in the Early Intervention process.
Bailey and colleagues (1992) describe six potential needs for families: (1) information on
the issues regarding a child's disability and how to meet the special needs ofthe child; (2)
support in terms of socioemotional needs ofthe caregivers, as well as other siblings in the
home; (3) strategies for explaining to others the unique needs ofthe child; (4) the
availability of community services. specifically in the area of dental and medical health
needs; (5) financial assistance to help cover the costs of specialized equipment and other
basic needs; and (6) family functioning as related to family problem-solving, internal
support systems, allocation of roles within families and recreational activities.
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The family Resources and Strengths section of the Individualized Family Service
Plan (IFSP) is designed to highlight the positive aspects of the family constellation. It can
include items such as the family's ability and willingness to provide age-appropriate toys,
utilization of public resources, such as the local library, and family involvement in
educational or governmental assistance programs (IDEA, 1990). Roberts and Magrab
(1991) have identified the importance of discussing family stability, adult relationship
patterns, economic and emotional resources and the role of the community and
community members in the IFSP. Only with frank discussion on the strengths and
resources available can problems be uncovered. These problems may be more
debilitating to family functioning than the initial identified problems of the child, such as
his or her gross motor or communication delays. Psychologists are trained to offer a
broader vision to child and family interaction patterns and real-world experiences, and
can offer a tailored family treatment plan utilizing multiple approaches consisting of.
psycho education, individual therapy with the child and parents, family therapy, and
assistance with medication compliance. Medication compliance for children and adults is
a concern not only for the medical profession but for the mental health profession as well.
Although psychopharmacology should never be considered the only approach during
therapy, a psychologist's role may be to educate the family and other Individual Family
Service Plan team members about the benefits and risks, such as the side-effects of a
particular medication.
It is well understood that Early Intervention supports and services are effective

when the experiences and behavior of a child and family are altered to a desired outcome.
Furthermore, change is interdependent upon a child being properly nurtured in the
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environment, as well as neurobiological changes. Shore (1997) explicitly describes the
importance of developmental, psychological and neurobiological changes, such as
neurotransmitter changes, synaptic pruning (experience), and the importance of genetic
factors, to answer questions on how children and adults develop and learn. Psychologists
bring this understanding to the Early Intervention system. Based on the literature, it is
clear that psychological services can have a significant positive benefit for families and
can enhance the Early Intervention program in Pennsylvania by strengthening links for
the provision of all services. Although there are many challenges in the provision of
Early Intervention services, successful collaboration between psychologists, physicians,
Early Intervention teachers, physical, speech and occupational therapists, case managers,
caregivers and other providers of services will depend upon the participants working
productively with each other (Dwyer, Osher, & Warger, 1998). Clear understanding of
each other's roles will contribute toward family and child well-being. Motivation to seek
out possible resources for each other's services is essential to work within the guidelines
set forth and mandated in federal and state laws. Psychologists can significantly impact
on the Early Intervention System by developing advocacy programs to educate other
service providers about the diverse roles of psychology and the benefit of their expertise
during the Multidisciplinary Evaluation, Individualized Family Service Plan meeting, and
therapeutic intervention with families. This study focused on the unmet needs of infants,
toddlers and families and the challenges and barriers that face case managers, by giving
them an opportunity to voice their perceptions of the types of supports and services that
would benefit these eligible families. As a result, county mental health and mental
retardation programs in Pennsylvania will have new information that may prompt
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supervisors to rethink the way the supports and services are authorized on the Individual
Family Service Plan.

Specific Hypotheses

HI: There would be a significant positive correlation between "Parents' Requests

for Services" and "Case Managers' Perceived Need for Services."
H2: There would be a significant positive correlation between "Parents'
Requests for Services" and the "Actual Frequency of Services Provided."
H3: There would be a significant positive correlation between the "Case
Managers' Perceived Need for Services" and the "Actual Frequency of Services
Provided."
H4: There would be a significant positive correlation between "Case Managers'
Perceived Need for Services" and their "Confidence Level of being able to authorize
services on the Individualized Family Service Plan (IFSP)."
H5: There would be a significant positive correlation between "Case Managers'
Confidence Level of being able to authorize the service on the IFSP" and the "Actual
Frequency of Services provided."
H6: There would be a significant difference in the "Actual Frequency of Services
Provided" as a function of the Independent Variables: a) population density of the county
b) county caseload size and c) the four regions across Pennsylvania.
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Chapter 2
Method
Participants

The participants of this study consisted of228 case managers working in the
Early Intervention Birth to Three Service Coordination Unit at county mental
health/mental retardation programs in Pennsylvania. The researcher distributed 228
informed consent forms and surveys; all 228 surveys were retumed indicating a 100
percent response rate.

Participating Counties

Thirty five counties in Pennsylvania participated. They were Adams, Allegheny,
Beaver, Berks, Bradford, Bucks, Cameron, Carbon, Chester, Clinton, Columbia,
Dauphin, Elk, Erie, Fayette, Lackawanna, Lancaster, Lehigh, Luzerne, Lycoming,
McKean, Montgomery, Montour, Monroe, Northampton, Philadelphia, Pike, Snyder,
Schuylkill, Sullivan, Susquehanna, Union, Wayne, Wyoming, York. They represented
25 county joinders and included all four regions of Pennsylvania.
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Regions Represented

The Southeast counties are Bucks, Chester, Montgomery, Northampton, and
Philadelphia counties. The Northeast region encompasses Berks, Bradford, Carbon,
Lackawanna, Lehigh, Luzerne, Monroe, Pike, Schuylkill SusquehaJ?lla, Sullivan, Wayne,
and Wyoming counties. The Central Region consists of Adams, Clinton, Columbia,
Dauphin, Lancaster, Lycoming, Montour, Snyder, Union and York counties. The Western
region is Allegheny, Beaver, Cameron, Elk, Erie, Fayette and McKean counties. The
number of counties represented in the Northeast, Western, Southeastern, and Central
Regions is shown in Table 1.

Table 1

A Representation of Counties by R~gions
Region in Pennsylvania

Number of Counties

Percent of

in each Region

Total Counties

Northeast

13

40

Western

7

24

Southeast

5

16

Central

10

20

Total

35

100

The 228 participants represented the four regions across Pennsylvania. The
number of participants represented within the Southeast, Northeast, Central, and Western
is shown in Table 2.
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Table 2

Distribution ofParticipants Within the Southeast, Western, Southeastern, and
Central Regions.

Region

Number of Participants

Southeast Region

Number of Participants

Bucks
Chester
Montgomery
Philadelphia

7
9
12
61
Total Southeast = 89

NOltheast Region

Number of Participants

Berks
Bradford/Sullivan
Carbon/Monroe/Pike
Lackawanna/Susquehanna/Wayne
Lehigh
Luzerne/Wyoming
Northampton
Schuylkill

5
2
6
3
7
6

3
3
Total Northeast Region = 35

Central Region
ColumbialMontour/SnyderlUnion
Dauphin
Lancaster
Lycoming/Clinton
York/Adams

Number of Participants
4

7
16

3
14
Total Central Region = 44

Western Region

Number of Participants

Allegheny
Beaver
CameroniElklMcKean
Erie
Fayette

39

3
4
11
3
Total Western Region = 60

Total Number of Participants = 228
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Population Density

The 228 patiicipants represented four population densities across PelIDsylvania.
Each County/County Joinder was assigned a population density based solely upon how
the Case Managers from each County/County Joinder responded to Question 2 on the
Demographic Survey. Based upon their responses, counties were classified as Urban,
Suburban, Rural, and RuraVSuburban. The number of County/County joinders
represented in each of the population densities is shown in Table 3.
Table 3

A Distribution ofPennsylvania Counties by Population Density
Population Density

Number of
Counties/County
Joinders

Percent of Total
Counties/County Joinders in
Each Population Density

Rural

7

28

Urban

2

8

Suburban

4

16

SuburbanlRural

12

48

Total

25

100

Services in Early Intervention

31

County/County Joinder Case loads

On Question 3 of the Demographic Survey, Case Managers were asked to report
the highest number of unduplicated cases that were on their caseload during the study
period December, 2002, to November, 2003. Unduplicated cases are reflected by the
actual number of individual families on a Case Manager's caseload regardless of how
many different Early Intervention services the family receives.
The numbers of unduplicated families were compiled for each of the
county/county joinders. They were ranked from the lowest number of families to the
highest, and were distributed into the following four groups to determine the extent to
which differences existed between caseload size and the actual frequency of services
provided in the Early Intervention Program: Very Low

«= 136 families); Low (137 to

201 families); High (202 to 467 families); Very High (467 + families). Due to the odd
number of County/County joinders, one of the groups was assigned an extra county for
statistical analysis. The numbers of Counties/County joinders are shown in Table 4.
Table 4
A Representation ofCounties by Caseload Size

Very Low Caseload

Number of Counties/
County Joinders
7

Percent of Total
Counties/County Joinders
28

Low Caseload

6

24

High Caseload

6

24

Very High Caseload

6

24

County Caseload
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Research Design

The design of this study is twofold. The first aspect of the study administered
survey instruments, which gathered information regarding the perceptions of case
managers on various aspects of Early Intervention service delivery. The surveys were
developed to reflect critical variables identified in the types of Early Intervention services
for which families ask, the frequency of services provided, and the barriers that may
reduce the provision of services.
A within-subject survey research design was used. Survey data was collected
from September, 2003 to December, 2003 in which participants (case managers) were
asked to complete a Case Managers' Demographics Survey, Parent Request for Services
survey, Case Managers Confidence Level of Providing Services survey, and Case
Managers Perceived Need for Services survey and the Case Managers Opinion on the
Barriers to Authorizing Services survey. The order of the surveys were counterbalanced
to control for potential demand bias. Half of the participants (even numbered) received
the surveys in the following order:

1. Case Managers' Demographics survey (Appendix E)
2. Case Managers' Report of Parents' Requests for Services survey
(Appendix F)
3. Case Managers' Perceived Need for Services survey (Appendix G)
4. Case Managers' Confidence Level of Providing Services survey
(Appendix H)
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5. Case Managers' Opinion on the Barriers to Authorizing Services on the
Individualized Family Service Plan survey (Appendix I)
The other half of the participants (odd numbered) received the surveys in the following
order:
1. Case Managers' Demographics survey (Appendix E)
2. Case Managers' Perceived Need for Services survey (Appendix G)
3. Case Managers' Confidence Level of Providing Services survey
(Appendix H)
4. Case Managers' Report of Parent Request for Services survey (Appendix F)
5. Case Managers' Opinion on the Barriers to Authorizing Services survey
(Appendix I)
Each participant completed a Demographic survey, Parent Request for Services survey,
Case Manager's Confidence Level of Providing Services Survey, Case Manager's
Perceived Level of Need Survey, and a Case Managers Opinion on the Barriers of
Authorizing Services survey.
The second aspect of the study utilized secondary data provided by the Office of
Mental Retardation (OMR) in Harrisburg, Pennsylvania. This data made available
information on the total number of units of service (IS-minute increments) provided in
each of the 16 identified Early Intervention services. This secondary data supplied
information about the actual frequency of services provided in each county. Only data
from the 35 counties that participated in the study was used.
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Measures

A Demographics survey was designed for self-report and asked a variety of
questions, such as county employed, population density, and highest number of
unduplicated families on caseloa,d in the last 12 months. The Parent Request for Services
survey is a 16-item survey that lists the 16 services identified by the state of
Pennsylvania's Early Intervention program to promote a child's development and
acquisition of skills. Participants (case managers) were asked to rank in order 1 to 16 the
frequency of how often parents request the services listed. One equals most requested,
and 16 equals least requested. Participants (case managers) were handed 16 colored
index cards on which were printed service names. They were asked to put them in the
order of frequency of parent request. They were then instructed to put a rubber band
around the cards and to place them back into the envelope.
The Case Managers Perceived Level of Need for Services survey is a 16-item
survey that lists the 16 services identified by the State of Pennsylvania's Early
Intervention program to promote a child's development and acquisition of skills in one or
more developmental areas. Participants (case managers) were asked to rank order on a
scale of I to 16 their perception of the services that could most benefit the consumers on
their caseload, with 1 being the service that is perceived as most important and 16 being
the service that is perceived as least important. Participants (case managers) were handed
16-white index cards with service names and instructed to put them in the order of
services they believe would most benefit the consumers on their caseload. They were
instructed to put a rubber band around the cards and to place them back into the envelope.
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The Case Managers Confidence Level of Providing Services survey is a 16-item survey
that lists the 16 services identified by the State of Pennsylvania's Early Intervention
program, and yields information about how confident a case manager is in au,thorizing
each service on the Individualized Family Service Plan (IFSP), and having that service
provided to eligible families on their caseload. Participants (case managers) circled their
confidence level on a five point scale consisting of: 1) strongly agree; 2) agree; 3)
undecided; 4) disagree; and 5) strongly disagree.
On the Opinion on the Barriers of Authorizing Services survey, case managers
were asked to provide their opinion as to why they believe they could not authorize
services on the Individualized Family Service Plan. Their opinions were categorized into
seven themes: a) No barriers - the Early Intervention service was authorized and services
were provided within a two-week period, and provided consistently during the period
December, 2002, to November, 2003; b) No provider of service - A contract was in place
with an agency to provide the services, however, there was no provider of service during
the period December, 2002 to November, 2003; c) Shortage - the service was provided,
however, there was a shortage of providers to meet the demand for the service; d) No
contract - the county where the Case Manager was employed did not hold a contract to

.

.

provide the service and/or the county would not reimburse for the service; e) Service
provided by another Early Intervention Discipline - The Case Manager did not directly
authorize the service, however, the service was provided within the Early Intervention
program by another discipline and was authorized under another service; f) Service
referred out of the Early Intervention Program - Case Managers did not authorize the
service and it was not funded through the Early Intervention Program, rather the service
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was referred out of the Early Intervention Program to an agency within the community
that provided the service; g) Prior approval - Case Managers reported that they could only
authorize the service with prior approval from the county Mental Health! Mental
Retardation Early Intervention program administration.
The frequency of each ofthe16 services provided in each county was collected
using Early Intervention Reporting System (EIRS) data. This secondary data was rank
ordered and analyzed to determine the types and frequency of Early Intervention services
provided in the Mental Health / Mental Retardation Program in Pennsylvania for the
period November, 2002 to December, 2003.

Procedures

Letters were sent to 35 Mental Health!Mental Retardation Early Intervention
program supervisors in the State of Pennsylvania. All Mental Health and Mental
Retardation program Early Intervention supervisors in the 35 counties granted permission
for the study to be conducted. The researcher(s) contacted the supervisors of the
participating counties via telephone or electronic mail and scheduled appointments to
meet with the case management team and conduct the study. At this meeting, the
researcher(s) explained the study to the case managers and distributed consent forms and
surveys. After the subjects completed the consent form they were collected and the
researcher(s) distributed the survey to each of the participating case managers.
To access the actual frequency of Early Intervention services, data for the period
December, 2002 to November, 2003 was obtained from the State of Pennsylvania'S Early
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Intervention Reporting System (EIRS). This data was categorized by county and the
frequency ofeach service provided.
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Chapter 3
Results

The Statistical Program for the Social Sciences (SPSS, Version 11.5) was used to
create a database in which to enter the data. Descriptive statistics were tabulated and
reported. The mean rankings of the Case Managers report of "Parents' Requests for
Services;" the "Case Managers' Perceived Need for Services;" the "Actual Frequency of
Early Intervention Services Provided in Pennsylvania;" and the "Case Managers'
Confidence Level of being Able to Authorize Services on the Individualized Family
Service Plan;" were calculated and tabulated. Qualitative data was collected regarding
the "Case Managers' Opinion on the Barriers to Authorizing Services on an
Individualized Family Service Plan" and tabulated.
In order to examine Hypothesis 1, the Bivariate Correlations procedure computation
of Spearman's Rho with significant levels was utilized to examine whether correlations
existed between the Case Managers' report of "Parents' Requests for Services" and "Case
Managers' Perceived Need for Services." This measure of correlation, which calculates a
correlation coefficient, determines the relationship between two continuous variables.
Hypothesis 2 also utilized the Bivariate correlations procedure computation of
Spearman's Rho with significant levels to examine whether correlations existed between
the Case Managers report of "Parents' Requests for Services" and the "Actual Frequency
of Services Provided in the Early Intervention Program in Pennsylvania."

Services in Early Intervention

39

The Bivariate Con'elation procedure that computes Spearman's Rho correlation
coefficient with significant levels was utilized again in order to compute the correlations
associated with Hypothesis 3. Here, the Bivariate Correlations procedure was utilized to
evaluate whether correlations existed between "Case Managers' Perceived Need for
Services" and the "Actual Frequency of Early Intervention Services Provided in
Pennsylvania. "
In order to evaluate Hypothesis 4, a Bivariate Correlation with Pearson's
product-moment correlation coefficient (Pearson's r) was performed to evaluate any
correlation between "Case Managers' Perceived Need for Services" and their
"Confidence Level of being able to Authorize services on the Individualized Family
Service Plan."
The Bivariate Correlations procedure that computes Pearson's correlation
coefficient with significant levels was utilized again in order to compute the correlations
associated with Hypothesis 5. Here, the Bivariate Correlations procedure was used to
examine the relationship between "Case Managers' Confidence Level of being able to
Authorize services on the Individualized Family Service Plan" and the "Actual
Frequency of Early Intervention Services Provided in Pennsylvania."
For statistical analysis the statistical significance was set at the p < . 01 level and
in interpreting the correlations the following criteria were used: 1) a correlation of
rs. = +/ - .01- .30 is considered to be no correlation; 2) rs = +/ - .31-.50 is considered a
weak correlation; and 3) a correlation of rs = + .50 is considered a strong correlation.
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Although significant findings can be found at lower levels, a strong configuration of the
data was preferred in order to detect any patterns. Therefore, only correlations that met
the 0.30 cutoff were discussed.
In order to evaluate Hypothesis 6, One-Way Analyses of Variance procedures
were conducted on each of the three independent variables: a) population density, b)
county case load size, and c) the four regions of Pennsylvania, to determine whether
differences existed between the means of the "Actual Frequency of Early Intervention
Services Provided in Pennsylvania."

Descriptive Statistics

The Actual Frequency ofEarly Intervention Services Provided in Pennsylvania

To gain an understanding of the "actual frequency" of Early Intervention services
Provided in Pennsylvania, data was requested from the Office of Mental Retardation
(OMR) in Harrisburg. The Office of Mental Retardation (OMR) has in place a method of
keeping track oflhe types of Early Intervention services provided and the "actual
frequency" of each one of these services. The Early Intervention Reporting System
(EIRS) is a computer programming system in which each county reports to the state of
Pennsylvania every month the types of Early Intervention services it has authorized, and
the "actual" number of units of service (based on IS-minute increments) that were
provided to the families in the Early Intervention Program.
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The EIRS data from December, 2002 to November, 2003 were compiled and
tabulated for the 25 county joinders consisting of the 35 participating counties.

Early Intervention Services Available Within Regions

As seen in Table 5, Early Intervention services available in each region was
categorized. The Southeastern region had the largest variety of services available (15)
which included: Service Coordination services and Transportation services. Medically
related services, such as Assistive Technology services Audiology, Health services,
Nursing services, Nutrition services, Vision services; Communication services, such as
Speech Therapy; Cognitive services such as Special Needs Instruction; Motor related
services, such as Physical Therapy, Occupational Therapy; and Behavioral, Emotional
and Social services such as Psychology, Social Work services, Family Training and
Counseling services.
The Western and Central regions had 14 available services. The Western region
provided all except Medical services and Health services. The Central region provided all
services except Health services and Transportation services.
The Northeast region had the fewest variety of services available (11):
Transportation, Audiology, Physical Therapy, Occupational Therapy, Social Work,
Family Training and Counseling services, Speech Therapy, Nutrition services, Special
Needs Instruction services, Service Coordination services, and Vision services. Counties
in the Northeast region did not provide Medical services, Health services, Nursing
services, Assistive Technology services, or Psychology services.
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Table 5
Types ofEarly Inten1ention Services Available in Each Region
Western

N ortheas tern

Southeastern

Central

Physical Tx

Physical Tx

Physical Tx

Physical Tx

Occupational Tx

Occupational Tx

Occupational Tx

Occupational Tx

Speech Tx

Speech Tx

Speech Tx

Speech Tx

Special Needs

Special Needs

Special Needs

Special Needs

Audiology

Audiology

Audiology

Audiology

Assistive Tech

Assistive Tech

Assistive Tech

Assistive Tech

X

X

Health

X

X

X

X

Medical

Nutrition

Nutrition

Nutrition

Nutrition

Nursing

X

Nursing

Nursing

Vision

Vision

Vision

Vision

Family Training
& Counseling

Family Training
& Counseling

Family Training
& Counseling

Family Training
& Counseling

Psychology

X

Psychology

Psychology

Social Work

Social Work

Social Work

Social Work

Transportation

Transportation

Transportation

X

Service
Coordination

Service
Coordination

Service
Coordination

Motor:

Communication:

Cognitive:

Medically
Related Services:

Behavioral,
Social &
Emotional:

Transportation:

Case Management:
Service
Coordination
X - Service Not Provided
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The actual number of units of services provided by the county/county joinders
that participated in the study can be seen in Figure 1. During the period December, 2002
to November, 2003, a total of 8,066,171 units of services were provided. Service
Coordination (Case Management) accounted for 52 percent of all services rendered
(4,335,189). Services related to Motor, Cognitive, and Communication development such
as Special Needs Instruction (1,099,363 units), Speech Therapy (980,558 units),
Occupational Therapy (756,666 units), and Physical Therapy (688,913 units) accounted
for 45 percent of the services rendered. Medically related services such as Audiology
(46,664 units), Vision services (43,872 units), Nutrition services (17,420 units), Nursing
services (17,309 units), Assistive Technology services (1,583 units), and Medical
services (125 units) accounted for approximately < 2 percent of all services rendered.
Behavioral, Emotional, and Social services such as Social Work services (35,132 units),
Family Training and Counseling services (17,336 units) and Psychology services
(17,321 units) accounted for less than < 1 percent of services rendered.
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I:i Service
Coordination
4,335,189 Units
52%
III Cognitive,
Communication &
Motor 3,525,500
Units 45%
o Behavioral, Social,
& Emotional
69,789 Units <2%

o Medical &
Transportation
126,973 Units <
1%

Figure 1. Actual number of Early Intervention Units of Service provided in the 25
County/County joinders during the study period December, 2002 to November, 2003.

A comparison between the mean rankings of the "actual frequency of services"
and the "actual number" of units of services provided by the county/county joinders can
be seen in Table 6. Service Coordination services ranged from 1 to 3 (mean = 1.06,
actual number of units = 4,335,189); Special Need Instruction ranged from 2 to 5
(mean = 2.62, actual number of units = 1,099,363); Speech Therapy services ranged from
1 to 4 (mean = 3.06, actual number of units = 980.558); Occupational Therapy ranged
from 2 to 5 (mean = 4.03, actual number of units = 756,666); Physical Therapy ranged
from 2 to 5 (mean = 4.17, actual number of units = 688,913); Audiology services ranged
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from 6 to 16 (mean = 7.41, actual number of units = 46,664); Vision services ranged from
6 to 16 (mean = 43,872); Social Work services ranged from 6 to 16 (mean = 11.10, actual
number of units = 35,132); Nutrition services ranged from 8 to 16 (mean = 11.25; actual
number of units = 17,420); Family Training and Counseling services ranged from 6 to 16
(mean =11.30, actual number of units = 17,336); Psychology services ranged from 6 to
16 (mean = 11.60, actual number of units = 17,321); Nursing services ranged from 6 to
16 (mean =13.10, actual number of units = 17,309); Transportation services ranged from
7 to 16 (mean = 13.50, actual number of units = 8,720); Assistive Technology services
ranged from 6 to 16 (mean = 13.60, actual number of units = 1,583); Medical services
ranged from 11 to 16 (mean = 15.69, actual number of units = 125); and Health services
ranged from 13 to 16 (mean = 15.90, actual number of units =120).
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Table 6

Central Tendency Findings of "Actual Frequency" ofServices Provided in the Early
Intervention Program and the "Actual Number" of Units ofService Provided From
December, 2002 to November, 2003, Ranked From the Most Frequently Provided Service
to the Least Provided Service
Early
Intervention
Service

Mean Ranking of the
Of the Actual
Frequency

Most
Common
Ranking
(Mode)

Actual # of Units

Service Coordination

1.06

1.00

4,335,189

Special Needs

2.67

2.00

1,099,363

Speech Therapy

3.06

3.00

980,558

Occupational Therapy

4.03

5.00

756,666

Physical Therapy

4.17

5.00

688,913

Audiology

7.41

7.00

46,664

9.2

8.00

43,872

Social Work Services

11.10

16.00

35,132

Nutrition Services

11.25

9.00

17,420

Family Training/Counseling 11.30

16.00

17,336

Psychology

11.60

16.00

17,321

Nursing

13.10

16.00

17,309

Transportation

13.50

16.00

8,720

Assistive Technology

13.60

16.00

1,583

Medical Services
15.69
* 1 Unit = 15 minutes of Service

16.00

125

Vision Services

*
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Case Managers' Report of "Parents' Requests for Services"

To gain an understanding of the types of Early Intervention services parents are
requesting from case managers, the 228 subjects were asked to rank each of the 16 Early
Intervention services from the most requested service to the least requested services by
parents. All of the Mean Rankings and Standard Deviations were calculated for each
Early Intervention service. The Mean Rankings and the Standard Deviations based upon
case managers report of "Parents' Requests for Services" were: Assistive Technology
services ranged from 2 to 16 (mean =11.00, SD = 3.53); Audiology services ranged from
1 to 16 (mean = 8.26, SD = 3.28); Family Training and Counseling services ranged from
1 to 16 (mean = 9.17, SD = 3.78); Health services ranged from 2 to 16 (mean = 11.57,
SD = 3.51); Medical services ranged from 1 to 16 (mean = 10.50, SD = 3.69); Nursing
services ranged from 2 to 16 (mean = 11.75, SD = 3.01); Nutrition services ranged from 1
to 16 (mean = 9.66; SD = 3.19); Occupational Therapy ranged from 2 to 14
(mean = 4.14, SD

=

1.95); Physical Therapy ranged from 1 to 12 (mean = 3.46,

SD =1.81); Psychology services ranged from 2 to 16 (mean = 10.14, SD = 3.78); Service
Coordination services ranged from 1 to 16 (mean = 8.56, SD = 5.60); Social Work
services ranged from 1 to 16 (mean = 10.22, SD = 3.99); Special Need Instruction ranged
.from 1 to 16 (mean = 4.48, SD = 2.70); Speech Therapy services ranged from· 1 to 15
(mean = 1.72, SD = 1.79); Transportation services ranged from 1 to 16 (mean = 11.35,
SD = 4.23) and Vision services ranged from 2 to 16 (mean = 9.37, SD = 2.87). Case
managers report of "Parents' Requests for Services is seen in Table 7.
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Table 7
Central Tendency Findings of "Case Managers' Report ofParents' Request" for Early
Intervention Services, Ranked from the Most Requested to Least Requested Service

Service

Minimum

Maximum

Mean

Mode

Standard
Deviation

Speech Therapy

1.00

15.00

1.72

1.00

1.79

Physical Therapy

1.00

12.00

3.46

2.00

1.81

Occupational Therapy

2.00

14.00

4.14

3.00

1.95

Special Needs Instruction

1.00

16.00

4.48

2.00

2.70

Audiology services

1.00

16.00

8.26

6.00

3.28

Service Coordination

1.00

16.00

8.56

1.00

5.60

Family Training & Counseling

1.00

16.00

9.17

13.00

3.78

Vision Services

2.00

16.00

9.37

10.00

2.87

Nutrition Services

1.00

16.00

9.66

8.00

3.19

Psychology services

2.00

16.00

10.14

13.00

3.78

Social Work services

1.00

16.00

10.22

7.00

3.99

Medical services

1.00

16.00

10.50

13.00

3.69

Assistive Technology services

2.00

16.00

11.00

15.00

3.53

Transportation services

1.00

16.00

11.35

9.00

4.23

Health services

2.00

16.00

11.57

16.00

3.51

Nursing services

2.00

16.00

11.75

12.00

3.01
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Case Managers' Perceived Need for Services

To gain an understanding of case managers perceived level of need for services
for the families on their caseloads, they were asked to rank order the 16 Early
Intervention services based on which of the services they believed would be the most
beneficial for the consumers on their caseloads. All of the Mean Rankings and Standard
Deviations were calculated for all of the 16 services. The Mean Rankings and Standard
Deviations based upon "Case Managers' Perceived Need for Services" were: Assistive
Technology services ranged from 1 to 16 (mean = 9.89, SD = 3.94); Audiology services
ranged from 2 to 16 (mean = 9.79, SD = 3.62); Family Training and Counseling services
ranged from 1 to 16 (mean = 5.64, SD = 4.22); Health services ranged from 1 to 16
(mean = 9.25, SD = 4.27); Medical services ranged from 1 to 16 (mean = 8.54,
SD = 4.24); Nursing services ranged from 1 to 16 (mean = 9.96, SD = 4.30); Nutrition
services ranged from 1 to 16 (mean = 8.17; SD = 3.99); Occupational Therapy ranged
from 2 to 16 (mean = 8.68, SD = 3.82); Physical Therapy ranged from 1 to 16
(mean = 9.08, SD = 4.10); Psychology services ranged from 1 to 16 (mean = 7.32,
SD = 4.31); Service Coordination services ranged from 1 to 16 (mean = 7.39, SD = 6.35);
Social Work services ranged from 1 to 16 (mean = 7.74, SD = 4.76); Special Need
Instruction ranged from I to 16 (mean = 8.12, SD = 4.73); Speech Therapy services
ranged from 1 to 16 (mean = 6.45, SD = 4.80); Transportation services ranged from 1 to
16 (mean = 9.32, SD = 5.25) and Vision services ranged from 1 to 16 (mean = 10.35,
SD

=

3.42). The Rank ordering of Case Managers' Perceived Need for Services can be

found in Table 8.
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Table 8

Central Tendency Findings of "Case Managers Perceived Needfor Early Intervention
Services, " Ranked from the Most Perceived Need to the Least Perceived Need
Service

Minimum

Maximum

Mean

Mode

Standard
Deviation

Family Training/Counseling

1.00

16.00

5.64

2.00

4.22

Speech Therapy

1.00

16.00

6.45

4.00

4.80

Psychology services

1.00

16.00

7.32

4.00

4.31

Service Coordination services

1.00

16.00

7.39

1.00

6.35

Special Needs Instruction

1.00

16.00

7.74

3.00

4.76

Nutrition services

1.00

16.00

8.12

1.00

4.73

Medical service

1.00

16.00

8.17

5.00

3.99

Occupational Therapy

2.00

16.00

8.54

4.00

4.24

Physical Therapy

1.00

16.00

8.68

6.00

3.82

Health services

2.00

16.00

9.08

7.00

4.10

Transportation services

1.00

16.00

9.25

7.00

4.27

Audiology services

1.00

16.00

9.32

16.00

5.25

Assistive Technology services

2.00

16.00

9.79

16.00

3.62

Nursing services

1.00

16.00

9.89

16.00

3.94

Vision services

2.00

16.00

9.96

14.00

4.30

Nursing services

2.00

16.00

10.35

11.00

3.42
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Table 9 shows the comparison of the Mean Rankings of "Parents' Requests for
Services" and the "Actual Frequency of Services Provided in the Early Intervention
Program in Pennsylvania." This table demonstrates that those services most requested by
parents (Speech Therapy, Physical Therapy, Occupational Therapy, Special Needs
Instruction, Audiology and Services Coordination services) are in fact the services that
are provided the most frequently. Conversely, those services that parents rarely requested
from case managers (Family Training and Counseling, Vision services, Nutrition
services, Psychology services, Social services, Medical services, Assistive Technology,
Transportation services, Health services and Nursing services) were those services that
were actually provided the least.
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Table 9

Comparison o/the Case Managers' Report o/the Mean Ranking of "Parents' Request
for Services" and the "Actual Frequency ofServices Provided" in the Early Intervention
Program, Ranked from the Most Requested to the Least Requested
Rank, Service

Parent Request

Actual Frequency

1.

Speech Therapy

1.72

3.06

2.

Physical Therapy

3.46

4.17

3.

Occupational Therapy

4.14

4.03

4.

Special Needs Instruction

4.48

2.67

5.

Audiology

8.26

7.41

6.

Service Coordination

8.56

1.06

7.

Family Training/Counseling 9.17

8.

Vision Services

9.37

9.20

9.

Nutrition Services

9.66

11.25

10.

Psychology

10.14

11.60

11.

Social Work

10.22

11.10

12.

Medical Services

10.50

15.69

13.

Assistive Technology

11.00

13.60

14.

Transportation Services

11.35

13.50

15.

Health Services

11.57

15.90

16.

Nursing Services

11.75

13.10

11.30
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Case Managers' Confidence Level ofBeing Able to Authorize Services on the
Individualized Family Service Plan

In order to evaluate case managers confidence level for being able to coordinate
services and document them on the Individualized Family Service Plan, case managers
were asked to provide information regarding how confident they were that they are able
to authorize the 16 Early Intervention services on the Individualized Family Service Plan
(IFSP). The Mean Rankings and the Standard Deviations of the "Case Managers'
Confidence Level of Being Able to Authorize Services on the Individualized Family
Service Plan" were: Assistive Technology services ranged from 1 to 5 (mean = 3.59,
SD = 1.50); Audiology services ranged from 1 to 5 (mean = 2.89, SD = 1.56); Family
Training and Counseling services ranged from 1 to 5 (mean = 3.00, SD = 1.47); Health
services ranged from 1 to 5 (mean = 3.75, SD = 1.20); Medical services ranged from
1 to 5 (mean = 3.86, SD = 1.22); Nursing services ranged from 1 to 5 (mean = 3.23,
SD = 1.38); Nutrition services ranged from 1 to 5 (mean = 2.85; SD = 1.37);
Occupational Therapy ranged from 1 to 5 (mean = 1.83, SD = 1.16); Physical Therapy
ranged from 1 to 5 (mean =1.81, SD = 1.13); Psychology services ranged from 1 to 5
(mean =3.16, SD = 1.42);

Serv~ce

Coordination services ranged from 1 to 5

(mean = 1.37, SD = .889); Social Work services ranged from 1 to 5 (mean = 2.47,
SD =1.37); Special Need Instruction ranged from 1 to 5 (mean = 1.66, SD = 1.10);
Speech Therapy services ranged from 1 to 5 (mean = 2.57, SD = 1.57); Transportation
services ranged from 1 to 5 (mean = 3.49, SD = 1.38) and Vision services ranged from
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1 to 5 (mean = 2.31, SD = 1.38). The Mean Rankings of the Case Managers' Confidence
Levels of being Able to Authorize Services on the IFSP is shown in Table 10.
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Table 10

Central Tendency Findings of Case Managers' "Confidence Levels" ofBeing Able to
Authorize Services on the IFSP, Ranked From the Most Confident to the Least Confident
Service

Minimum

Maximum

Mode

Mean

Standard
Deviation

Service Coordination

1.00

5.00

1.00

1.37

.889

Special Needs Instruction

1.00

5.00

1.00

1.66

1.10

Physical Therapy

1.00

5.00

1.00

1.81

1.13

Occupational Therapy

1.00

5.00

1.00

1.83

1.16

Vision Services

1.00

5.00

1.00

2.31

1.38

Social Work Services

1.00

5.00

2.00

2.47

1.37

Speech Therapy

1.00

5.00

1.00

2.57

1.57

Nutrition Services

1.00

5.00

2.00

2.85

1.37

Audiology

1.00

5.00

5.00

2.89

1.56

Family Training/Counseling 1.00

5.00

5.00

3.00

1.47

Psychology Services

1.00

5.00

4.00

3.16

1.42

Nursing Services

1.00

5.00

5.00

3.23

1.38

Transportation Services

1.00

5.00

5.00

3.49

1.38

Assistive Technology

1.00

5.00

5.00

3.59

1.50

Health Services

1.00

5.00

5.00

3.75

1.20

Medical Services

1.00

5.00

5.00

3.86

1.22

Likert Type Scale:
1= Strongly Agree

2=Agree

3= Undecided

4= Disagree

5= Strongly Disagree
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To gain an understanding of the relationship between the data, the current study
brought to light many issues with regard to the types of services parents are requesting
from the Early Intervention program, the types of services case managers' perceive as
needed, the case managers confidence level of being able to authorize services on the
IFSP, and the frequency of services actually provided in the state. Table 11 shows a
comparison ofthe data collected.
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Table 11
Comparison ofthe Mean Rankings of Case Managers' Report ofParents' Requests for Services,
Case Managers' Perceived Need for Services, Case Managers' Confidence Levels ofBeing Able
to Authorize Services on the Individualized Family Service Plan, and the Actual Frequency of
Services Provided in the Early Intervention Program.
Service

Mean
Ranking
Parents'
Request

Mean
Ranking
Case Man's
Perceived
Need

Mean
Ranking
Case Man's
Confidence
Level

Mean
Ranking
Actual
Frequency

Assistive Technology

11.00

9.89

3.59

13.60

Audiology

8.26

9.79

2.89

7.41

Family Training/Counseling

9.17

5;64

3.00

11.30

Health Services

11.57

9.25

3.75

15.90

Medical Services

10.50

8.54

3.86

15.69

Nursing Services

11.75

9.96

3.23

13.10

Nutrition Services

9.66

8.17

2.85

11.25

Occupational Therapy

4.14

8.68

1.83

4.03

Physical Therapy

3.46

9.08

1.81

4.17

Psychology Services

10.14

7.32

3.16

11.60

Service Coordination

8.56

7.39

1.37

1.06

Social Work Services

10.22

7.74

2.47

11.10

Special Needs Instruction

4.48

8.12

1.66

2.67

Speech Therapy

1.72

6.45

2.57

3.06

Transportation Services

11.35

9.32

3.49

13.50

Vision Services

9.37

10.35

2.31

9.2
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Barriers in the Provision ofEarly Intervention Services

To gain an understanding of the barriers in providing the 16 Early Intervention
services, Case Managers were asked their opinion as to what barriers, if any, were
preventing them from authorizing a particular service on the Individualized Family
Service Plan. Qualitative data was collected and compiled for each of the 16 services. On
the Opinion on the Barriers of Authorizing Services survey, case managers were asked to
provide their opinion as to why they believe they could not authorize services on the
IFSP. Their opinions were categorized into eight themes a) No barriers - the Early
Intervention service was authorized and services were provided within a 2-week period,
and provided consistently during the period December, 2002 to November, 2003; b) No
provider of service - A contract was in place with an agency to provide the services
however, there was no provider of service during the period December, 2002 to
November, 2003; c) Shortage - the service was provided, however, there was a shortage
of providers to meet the demand for the service; d) No contract - the county where the
Case Manager was employed did not hold a contract to provide the service and/or the
county would not reimburse for the service; e) Service provided by another Early
Intervention Discipline - The Case Manager did not directly authorize the service,
however, the service was provided within the Early Intervention program by another
discipline and was authorized under another service; f) Service referred out of the Early
Intervention Program - Case Managers did not authorize the service and it was not funded
through the Early Intervention Program, rather the service was referred out of the Early
Intervention Program to an agency within the community that provided the service;
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g) Prior approval - Case Managers reported that they could only authorize the service
with prior approval from the county Mental Health! Mental Retardation Early
Intervention program administration. Tables were compiled to demonstrate the barriers
case managers reported in authorizing each of the Early Intervention services. A table to
demonstrate these barriers can be found in Table 12, the percent of Case Managers
reporting "no barriers" can be found in Table 13, thepercent of Case Managers reporting
"no provider available" can be found in Table 14, the percent of Case Managers reporting
"shortage of provider" can be found in Table 15, the percent of Case Managers reporting
"no contract" can be found in Table 16, the percent of the Case Managers reporting
"unaware, or unsure as to, how to obtain the service can be found in Table 17, the percent
of Case Managers reporting "service authorized by other provider" can be found in Table
18, the percent of Case Managers reporting "service referred out of the Early Intervention
program" can be found in Table 19, and the percent of ease Managers reporting "prior
approval is necessary" can be found in Table 20.

Barriers to Authorizing Assistive Technology Services

In terms of Assistive Technology Services, 75 percent of all case managers
reported that there were barriers in the provision of Assistive Technology services. Six
percent reported that there was no provider of Assistive Technology services; 10.25
percent reported that they provide Assistive Technology services, however, there was a
shortage of providers to meet the demand; 7.5 percent reported that the counties they
work in did not hold contracts with agencies that provide Assistive Technology services;
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21.1 percent of the case managers reported that they were unaware of or unsure as to how
to obtain the service; 20.2 percent of the case managers reported that they do not directly
authorize the service on the Individualized Family Service Plan, but that it is provided by
another Early Intervention discipline; 6.6 percent of the case managers reported that
Assistive Technology services are referred out of the Early Intervention program to a
provider in the community; and 2.7 percent of the case managers reported that they must
seek prior approval from the Mental Health/Mental Retardation program administration
before authorizing the service on the Individualized Family Service Plan. See Table 12
for a list ofthe barriers to Assistive Technology Services.

Barriers to Authorizing Audiology Services

In telTIlS of Audiology Services, 55.3 percent of all case managers reported that

there were barriers in the provision of Audiology services. Five percent reported that
there was no provider of Audiology services; 16.2 percent reported thatthey provide
Audiology services, however, there was a shortage of providers to meet the demand; 7.9
percent reported that the counties they work in did not hold contracts with agencies that
provided Audiology services; 10.1 percent reported that they were unaware of, or unsure
as to how to, obtain the service; 4.4 percent of the case manager reported that they do not
directly authorize the service on the Individualized Family Service Plan, but it is provided
by another Early Intervention discipline; 10.1 percent reported that Audiology services
are referred out of the Early Intervention program to a provider in the community; and
1.3 percent reported that they must seek prior approval from the Mental HealthlMental
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Retardation program administration before authorizing the service on the Individualized
Family Service Plan. See Table 12 for a list of the barriers to Audiology Services.

Barriers to Authorizing Family Training and Counseling Services

In tenns of Family Training and Counseling services, 65 percent of all case
managers reported that there were barriers in the provision of Family Training and
Counseling services; 4.8 percent reported that there was no provider of Family Training
and Counseling services; 21.1 percent reported that they provide Family Training and
Counseling Services services, however, there was a shortage of providers to meet the
demand; 8.3 percent reported that the counties they work in did not hold contracts with
agencies that provided Family Training and Counseling services; 14 percent reported
that they were unaware of, or unsure as to, how to obtain the service; 10.1 percent
reported that they do not directly authorize the service on the Individualized Family
Service Plan, but it is provided by another Early Intervention discipline; 5.3 percent
reported that Family Training and Counseling services are referred out of the Early
Intervention program to a provider in the community; and .9 percent reported that they
must seek prior approval from the Mental HealthlMental Retardation program
administration before authorizing the service on the IFSP. See Table 12 for a list of the
barriers to Family Training and Counseling services.
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Barriers to Authorizing Health Services

In tenns of Health services, 77 percent of all case managers reported that there
were barriers in the provision of Health services. Six percent reported that there was no
provider of Health services; 10.5 percent reported that they provide Family Health
services, however, there was a shortage of providers to meet the demand; 13.6 percent
reported that the counties they work in did not hold contracts with agencies that provided
Health services; 32.9 percent reported that they were unaware of or unsure as to how to
obtain the service; 3.1 percent reported that they do not directly authorize the service on
the Individualized Family Service Plan, but it is provided by another Early Intervention
discipline; 9.2 percent reported that Health services are referred out of the Early
,

Intervention program to a provider in the community; and 1.3 percent reported that they
must seek prior approval from the Mental Health/Mental Retardation program
administration before authorizing the service on the IFSP. See Table 12 for a list of the
barriers to the provision of Health Services.

Barriers to Authorizing Medical Services

In tenns of Medical services, 80.3 percent of all case managers reported that there
were barriers in the provision of Medical services; 6.1 percent reported that there was no
provider of Medical services; 9.2 percent reported that they provide Medical services in
counties they work however, there was a shortage of providers to meet the demand; 19.7
percent reported that the county does not hold a contract or does not reimburse for
Medical services; 28.5 percent reported that they were unaware of, or unsure as to how
to, obtain the service; .4 percent reported that they do not directly authorize the service on
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the IFSP, but it is provided by another Early Intervention discipline; 14.9 percent
reported that Medical services are refen-ed out of the Early Intervention program to a
provider in the community; and 1.3 percent reported that they must seek prior approval
from the Mental Health/Mental Retardation program administration before authorizing
the service on the IFSP. See Table 12 for a list of the barriers to the provision of Medical
Services.

Barriers to Authorizing Nursing Services

In terms of Nursing services, 69.3 percent of all case managers reported that there
were barriers in the provision of Nursing services; 8.3 percent reported that there was no
provider of Nursing services; 13.6 percent reported that they provide Nursing services in
counties they work in however there was a shortage of providers to meet the demand;
14 percent reported that the county does not hold a contract or does not reimburse for
Nursing services; 20.2 percent reported that they were unaware of, or unsure as to,
how to obtain the service; 1.3 percent reported that they do not directly authorize the
service on the Individualized Family Service Plan, but it is provided by another Early
Intervention discipline; 11.4 percent reported that Nursing services are refen-ed out of the
Early Intervention program to a provider in the community; and .4 percent reported that
they must seek prior approval from the Mental HealthlMental Retardation program
administration before authorizing the service on the IFSP. See Table 12 for a list of the
ban-iers to the provision of Nursing Services.
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Barriers to Authorizing Nutrition Services

In tenns of Nutrition services, 58.8 percent of all case managers reported that
there were barriers in the provision of Nutrition services; 6.6 percent reported that there
was no provider of Nutrition services; 18 percent repOlied that Nutrition services were
provided in counties they work, however, there was a shortage of providers to meet the
demand; 7.9 percent reported that the county does not hold a contract or does not
reimburse for Nutrition services; 15.8 percent reported that they were unaware of, or
unsure as to, how to obtain the service; 2.6 percent of the case manager reported that they
do not directly authorize the service on the IFSP, but it is provided by another Early
Intervention discipline; 7.5 percent reported that Nutrition services are referred out of the
Early Intervention program to a provider in the community; and .4 percent reported that
they must seek prior approval from the Mental HealthlMental Retardation program
administration before authorizing the service on the Individualized Family Service Plan.
See Table 12 for a list of the barriers to the provision of Nutrition Services.

Barriers to Authorizing Occupational Therapy Services

In tenns of Occupational Therapy, 26.3 percent of all case managers reported that
there were barriers in the provision of Occupational Therapy; 23.2 percent reported that
they provide Occupational Therapy in counties they work in, however, there was a
shortage of providers to meet the demand; .9 percent reported that the county does not
hold a contract or does not reimburse for Occupational Therapy; 2.2 percent of the case
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managers reported that they were unaware of, or unsure as to, how to obtain the service ..
See Table 12 for a list of the barriers to the provision of Occupational Therapy.

Barriers to Authorizing Physical Therapy Services

In terms of Physical Therapy services, 19.7 percent of all case managers reported that
there were barriers in the provision of Physical Therapy services; 17.5 percent reported
that they provide Physical Therapy services in counties they work in, however, there was
a shortage of providers to meet the demand; .9 percent reported that the county does not
hold a contract or does not reimburse for Physical Therapy services; .9 percent of the
case managers reported that they were unaware of, or unsure as to, how to obtain the
service; and .4 percent reported that Physical Therapy services are referred out of the
Early Intervention program to a provider in the community. See Table 12 for a list of the
barriers to the provision of Physical Therapy.

Barriers to Authorizing Psychology Services

In terms of Psychology services, 61 percent of all case managers reported that
there were barriers in the provision of Psychology services; 4.9 percent reported that
there was no provider of Psychology services; 30.7 percent reported that they provide
Psychology services in counties they work in, however, there was a shortage of providers
to meet the demand; 7.5 percent reported that the county does not hold a contract or does
not reimburse for Psychology services; 1104 percent reported that they were unaware of,
or unsure as to, how to obtain the service; 1.3 percent reported that they do not directly
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authorize the service on the IFSP, but it is provided by another Early Intervention
discipline; and 5.3 percent of the case managers reported that Psychology services are
referred out of the Early Intervention program to a provider in the community. See Table
12 for a list of the barriers to the provision of Psychology services.

Barriers to Authorizing Service Coordination Services

In terms of Service Coordination services, 13 percent of all case managers
reported that there were barriers in the provision of Service Coordination services; 10.1
percent reported that they provide Service Coordination services in counties they work in,
however, there was a shortage of providers to meet the demand; .4 percent reported that
the county does not hold a contract or does not reimburse for Service Coordination
services; 1.8 percent of the case managers reported that they were unaware of, or unsure
as to, how to obtain the service. See Table 12 for a list ofthe barriers to the provision of
Service Coordination services

Barriers to Authorizing Social Work Services

In terms of Social Work services, 40.4 percent of all case managers reported that
there were barriers in the provision of Social Work services; 3.9 percent reported that
there was no provider of Social Work services; 15.4 percent reported that they provide
Social Work services in counties they work in, however, there was a shortage of
providers to meet the demand; 5.3 percent reported that the county does not hold a
contract or does not reimburse for Social Work services; 9.2 percent ofthe case
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managers reported that they were unaware of, or unsure as to, how to obtain the service;
3.1 percent reported that they do not directly authorize the service on the IFSP, but it is
provided by another Early Intervention discipline and 3.5 percent that Social Work
services are referred out of the Early Intervention program to a provider in the
community. See Table 12 for a list of the barriers to the provision of Social Work
services.

Barriers to Authorizing Special Needs Instruction Services

In terms of Special Needs Instmction, 8.9 percent of all case managers reported
that there were barriers in the provision of Special Needs Instmction; 16.2 percent
reported that they provide Special Needs Instmction in counties they work in, however,
there was a shortage of providers to meet the demand; .9 percent reported that the county·
does not hold a contract or does not reimburse for Special Needs Instmction; .4 percent
of the case managers reported that they were unaware of, or unsure as to, how to obtain
the service and 1.3 percent reported that Special Needs Instmction services are referred
out of the Early Intervention program to a provider in the community. See Table
12 for a
I
list of the barriers to the provision of Special Needs Instmction services

Barriers to Authorizing Speech Therapy Services

In terms of Speech Therapy services, 60.1 percent of all case managers reported
that there were barriers in the provision of Speech Therapy services; .4 percent reported
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that there was no provider of Speech Therapy services; 57 percent reported that they
provide Speech Therapy services in counties they work in, however, there was a shortage
of providers to meet the demand; .9 percent reported that the county does not hold a
contract or does not reimburse for Speech Therapy services; 1.3 percent reported that
they were unaware of, or unsure as to, how to obtain the service and .4 percent reported
that Speech Therapy services are referred out of the Early Intervention program to a
provider in the community. See Table 12 for a list of the barriers to the provision of
Speech Therapy Services.

Barriers to Authorizing Transportation Services

In terms of Transportation services, 70.6 percent of all case managers reported
that there were barriers in the provision of Transportation services; 4.8 percent reported
that there was no provider of Transportation services; 14 percent reported that they
provide Transportation services in counties they work in, however, there was a shortage
of providers to meet the demand; 25.4 percent reported that the county does not hold a
contract or does not reimburse for Transportation services; 18.9 percent reported that
they were unaware of, or unsure as to, how to obtain the service; .9 percent reported that
they do not directly authorize the service on the Individualized Family Service Plan, but
it is provided by another Early Intervention discipline; 4.8 percent that Transportation
services are referred out of the Early Intervention program to a provider in the
community; and 1.8 percent reported that they must seek prior approval from the Mental
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Health/Mental Retardation program administration before authorizing the service on the
IFSP. See Table 12 for a list of the barriers to the provision of Transportation services.

Barriers to Authorizing Vision Therapy Services

In telIDS of Vision Therapy services, 32.5 percent of all case managers reported that there
were barriers in the provision of Vision Therapy services; 1.8 percent reported that there
was no provider of Vision Therapy services; 14.5 percent reported that they provide
Vision Therapy services in counties they work in, however, there was a shortage of
providers to meet the demand; 1.8 percent reported that the county does not hold a
contract or does not reimburse for Vision Therapy services; 9.6 percent reported that
they were unaware of, or unsure as to, how to obtain the service; 1.8 percent reported that
they do not directly authorize the service on the IFSP, but it is provided by another Early
. Intervention discipline and 3.1 percent reported that Vision Therapy services are referred
out of the Early Intervention program to a provider in the community. See Table 12 for a
list of the barriers to the provision of Vision Therapy Services.
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Table 12

Percent of Case Managers Reporting on the Barriers in Authorizing Services on the
I

Individualized Family Service Plan

Early
Intervention
Service

Barrier

Barrier

0

Barrier

Barrier

Barrier

Barrier

Barrier

Barrier

2

3

4

5

6

7

Assistive
Technology

25.4

6.1

10.5

7.5

21.1

20.2

6.6

2.6

Audiology Services

44.7

5.3

16.2

7.9

10.1

4.4

10.1

1.3

Family Training and
Counseling

35.5

4.8

21.10

8.3

14.

10.1

5.3

.9

Health Services

23.2

6.1

10.5

13.6

32.9

3.1

9.2

1.3

Medical Services

19.7

6.1

9.2

19.7

28.5

.4

14.9

1.3

Nursing Services

30.7

8.3

13.6

14.

20.2

1.3

11.4

.4

Nutrition Services

41.2

6.6

18.

7.9

15.8

2.6

7.5

.4

0

23.2

.9

2.2

0

0

0

80.3

0

17.5

.9

.9

0

.4

0

Psychology Services

39

4.8

30.7

7.5

11.4

1.3

5.3

0

Service Coordination

87

0

10.1

.4

1.8

0

0

0

Social Work
Services

59.6

3.9

15.4

5.3

9.2

3.1

3.5

0

Special Needs
Instruction

81.1

0

16.2

.9

.4

0

1.3

0

Speech Therapy

39

.4

57

.9

1.3

o

.4

o

Occupational
Therapy

Physical Therapy

73.7
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Table 12 continued
Early
Intervention
Service

Transportation
Services

Barrier

Barrier

o

29.4

4.8

71

Barrier

Barrier

Barrier

Barrier

Barrier

Barrier

2

3

4

5

6

7

14

25.4

18.9

.9

4.8

1.8

Vision Therapy
67.5
1.8
14.5
1.8
9.6
1.8
3.1
Services
0- No barriers in the provision of the service
1- No provider of the service but a contract is in place
2- Shortage of providers to meet the demand for the service
3- County does not have a contract with a provider, County will not reimburse
4- Case managers unaware or unsure what the service is or how to obtain the service
5- The Early Intervention service is provided by another Early Intervention discipline
6- The service is referred out of the Early Intervention program to a community provider
7 - The county requires prior approval before Case Manager can authorize the service

0
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Table 13
Percent of Case Managers Indicating "No Barriers" to Authorizing Services on the
Individualized Family Service Plan"

Service

Percent

Assistive Technology services

25.4

Audiology

44.7

Family Training &
Counseling services

35.5

Health services

23.2

Medical services

19.7

Nursing services

30.7

Nutrition services

41.2

Occupational Therapy

73.7

Physical Therapy

80.3

Psychology services

39

Service Coordination services

87

Social Work services

59.6

Special Needs Instruction

81.1

Speech Therapy

39

Transportation services

29.4

Vision Therapy services

67.5

72
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Table 14

Percent of Case Managers Indicating the Barrier to Authorizing Services on the
Individualized Family Service Plan was due to "County Held Contract but No Provider
Available"

Service

Percent

Nursing services

8.3

Assistive Technology services

6.1

Audiology services

5.3

Family Training & Counseling

4.8

Health services

6.1

Medical services

6.1

Nutrition services

6.6

Occupational Therapy

0

Physical Therapy

0

Psychology services

4.8

Service Coordination services

0

Social Work services

3.9

Special Needs Instruction

0

Speech Therapy

.4

Transportation services

4.8

Vision Therapy

1.8
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As shown in Table 15, a large percentage of case managers indicated that the
primary barrier to Authorizing Services was a shortage of providers available. Case
managers reported shortages of providers for all 16 services with the most significant
shortages being in Speech Therapy, Psychology services, Occupational Therapy, Family
Training and Counseling services.
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Table 15
Percent ofCase Managers Indicating the Barrier in Authorizing Services on the
Individualized Family Service Plan was "Shortage ofProviders to Meet the Demandfor
the Service "
Service

Percent

Assistive Teclmology

10.5

Audiology services

16.2

Family Training & Counseling

21.1

Health services

10.5

Medical services

9.2

Nursing services

13.6

Nutrition services

18

Occupational Therapy

23.2

Physical Therapy

17.5

Psychology services

30.7

Service Coordination services

10.1

Social Work services

15.4

Special Needs Instruction

16.2

Speech Therapy

57

Transportation services

14

Vision Therapy

14.5
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As shown in Table 16, a percentage of case managers indicated that the primary
barrier to Authorizing Services was that the counties in which they worked did not hold
contracts to provide the services. A small percentage of case managers reported that their
counties did not have contracts to provide Service Coordination, Special Needs
Instruction, Physical Therapy, Occupational Therapy, Speech Therapy, and Vision
Therapy. A larger percentage of case managers indicated that their counties did not hold
contracts for Social Work services, Assistive Technology services, Psychology services,
Audiology services, Nutrition services, Family Training and Counseling Services, Health
Services, Nursing services, Medical services and Transportation services.

Services in Early Intervention

77

Table 16

Percent o/Case Managers Indicating the Barrier to Authorizing Services on the
Individualized Family Service Plan was "County Not Holding a Contract to Provide
Service "
Service

Percent

Service Coordination

.4

Assistive Technology

7.5

Audiology services

7.9

Family Training & Counseling

8.3

Health services

13.6

Medical

19.7

Nursing

19.7

Nutrition services

7.9

Occupational Therapy

.9

Physical Therapy

.9

Psychology services

7.5

Social Work services

5.3

Special Needs Instruction

.9

Speech Therapy

.9

Transportation services
Vision Therapy

25.4
1.8
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As shown in Table 17, case managers appear to be unaware, or unsure as to, how
to obtain many of the Early Intervention services. A small percentage indicated that they
were unaware, or unsure as to, how to obtain Special Needs Instruction, Physical
Therapy, Speech Therapy, Service Coordination, and Occupational Therapy services. A
larger percentage of case managers reported that were unaware, or unsure as to, how to
obtain Social Work services, Vision Therapy, Audiology Psychology services, Family
Training and Counseling services, Nutrition services, Transportation services, Nursing
services, Assistive Technology services, Medical and Health services.
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Table 17

Percent of Case Managers Indicating the Barrier to Authorizing the Service on the
Individualized Family Service Plan was "Case Manager Unaware or Unsure as to How
to Obtain the Service"
Service

Special Needs Instruction

Percent

.4

Assistive Technology

21.1

Audiology services

10.1

Family Training & Counseling services

14.

Health services

32.9

Medical

28.5

Nursing services

20.2

Nutrition services

15.8

Occupational Therapy

2.2

Physical Therapy

.9

Psychology services

11.4

Service Coordination services

1.8

Social Work services

9.2

Speech Therapy

1.3

Transportation services
Vision Therapy

18.9
9.6
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As shown in Table 18, only a small percentage of case managers indicated that
the barrier to Authorizing Services was that it was provided by another Early Intervention
provider. However, this study found that a large percentage of case managers reported
that Family Training and Counseling services and Assistive Technology services were
not authorized because they were provided by another Early Intervention provider.
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Table 18

Percent ofCase Managers Indicating the Barrier in Authorizing Services on the
Individualized Family Service Plan was "Service Provided by Another Early Intervention
Discipline"
Service

Assistive Technology
Audiology services
Family Training & Counseling services
Health services

Percent

20.2
4.4

10.1
3.1

Medical services

.4

Nursing services

1.3

Nutrition services

2.6

Occupational Therapy

o

Physical Therapy

o

Psychology services
Service Coordination services
Social Work services

1.3

o
3.1

Special Needs Instruction

o

Speech Therapy

o

Transportation services

.9

Vision Therapy

1.8
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As shown in Table 19, case managers reported that few Early Intervention
services were referred out of the Early Intervention program into community program.
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Table 19

Percent ofCase Managers Indicating the Barrier to Authorizing Services on the
Individualized Family Service Plan was "Service Referred to a Community Provider"
Service

Percent

Service Coordination

o

Assistive Technology

6.6

Audiology services

10.1

Family Training & Counseling services

5.3

Health services

9.2

Medical services

14.9

Nursing services

11.4

Nutrition services

7.5

Occupational Therapy

o

Physical Therapy

.4

Psychology services

5.3

Social Work services

3.5

Special Needs Instruction

1.3

Speech Therapy

.4

Transportation services

4.8

Vision Therapy

3.1
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A small percentage of case managers reported that they needed prior authorization
from county administration before authorizing services on the Individualized Family
Service Plan, Table 20 shows how infrequently prior authorization was reported.
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Table 20

Percent of Case Managers Indicating the Barrier to Authorizing Services on the
Individualized Family Service Plan was "Prior Approval from County Administration
was Necessary Before Authorization"
Service

Percent

Service Coordination

o

Assistive Teclmology

2.6

Audiology services

1.3

Family Training & Counseling services

.9

Health services

1.3

Medical services

1.3

Nursing services

.4

Nutrition services

:4

Occupational Therapy

o

Physical Therapy

o

Psychology

o

Social Work

o

Special Needs Instruction

o

Speech Therapy

o

Transportation services
Vision Therapy

1.8

o
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SummalY ofHypotheses Testing

Correlation of "Parents' Requests for Services" and "Case Managers' Perceived Need
for Service"

In order to evaluate Hypothesis 1, a Bivariate correlation with Speannan's Rho
was perfonned to evaluate any correlation between "Parents' Requests for Services" and
"Case Managers' Perceived Need for Services." Only correlation coefficients ofrs = .30
or higher were considered. As seen in Table 21 Transportation (rs

=

.40; p

Audiology services (rs = .33; P = <.01) were significantly correlated.

=

<.01) and
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Table 21

Spearman Correlation between the Case Managers' Report of "Parents' Requests for
Sen1ices" and "Case Managers Perceived Need for Services"
Service

Spearman
Correlation

p value

Transportation Services

rs = .405

p <.0001 **

Audiology Services

rs = .326

p < .0001

Social Work Services

rs =.275

p < .0001

Psychology Services

rs =.262

p < .0001

Vision Services

rs = .253

p < .0001

Medical Services

rs =, 238

p < .0001

Nursing Services

rs =, 234

p < .0001

Health Services

rs= .221

p < .001

Assistive Technology Services

rs = .136

p <.040

Physical Therapy Services

rs = .119

p <.074

Nutrition Services

rs =.133

P <.045

Family Training &
Counseling Services

rs

p < .089

Occupational Therapy Services

rs = ,096

p < .148

Service Coordination Services

rs = , 025

P < .708

Special Needs Instruction

rs = .023

P < .728

Speech Therapy Services

rs = .020

P < .766

** p < .01; rs= .30

=

.113

**
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Correlation of Case Managers Report of"Parents ' Requests for Services" and the
"Actual Frequency ofServices Provided"

To evaluate Hypothesis 2 , a Bivariate correlation with Spearman's Rho was
performed to evaluate any correlation between "Parent Request for Services" and "Actual
Frequency of Services Provided in the Early Intervention Program in Pennsylvania."
Only correlation coefficients ofrs =.30 or higher were considered. As seen in Table 22
Nursing Services (rs

=

.39; P = <.01); Social Work Services (rs

=

.39; P = <.01) and

Special Needs Instruction Services (rs = .30; P = <.01) were significantly correlated.
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Table 22

Spearman Correlation between Case Managers' reports of "Parents' Requests for
Services" and the "Actual Frequency ofServices Provided"
Service

Spearman
Correlation

Nursing Services

rs

.387

p < .0001

**

Social Work Services

rs = .387

p < .0001

**

Special Needs Instruction

rs

=

.299

p < .0001

**

Vision Services

rs

=

.253

p < .0001

Family Training &
Counseling Services

rs = .189

P <.004

Psychology Services

rs

.178

p < .007

Nutrition Services

rs =.160

p < .016

Occupational Therapy Services

rs = .157

p < .018

Assistive Technology Services

rs = .136

p < .040

Health Services

rs = - .04

p<.117

Physical Therapy Services

rs = .099

p < .138

Transportation Services

rs = .091

p < .170

Medical Services

rs = -.067

p < .331

Speech Therapy Services

rs = .047

p < ,485

Audiology Services

rs = -.030

p < .648

Service Coordination Services

rs = .007

p < .916

** p< .01; rs= .30

=

=

p value

~9
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Correlation of "Case Managers' Perceived Need for Services" and the "Actual
Frequency ofEarly Intervention Services"

To test Hypothesis 3, a Bivariate correlation with Spearman's Rho was performed
to evaluate any correlation between "Case Managers' Perceived Need for Services" and
the "Actual Frequency of Services Provided." Only correlation coefficients of rs = .30 or
higher were considered, and, as seen in Table 23 no reportable correlations were found
to exist using the criteria of fs = .30 .
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Table 23

Spearman Correlation Between "Case Managers' Perceived Need for Services" and the
"Actual Frequency ofServices Provided in the Early Intervention Program"
p value

Service

Speannan
Correlation

Nursing Services

rs = -.064

p < .334

Social Work Services

rs

.025

p < .705

Special Needs Instruction

rs = ,021

p < .755

Vision Services

rs

p < .091

Family Training & Counseling
Services

rs = .144

p < .030

Psychology Services

rs = -.048

p<.471

Nutrition Services

rs

p < .0001

=

=

=

-.112

.242

Occupational Therapy Services rs = -.082

p < .218

Assistive Technology Services

rs = .148

p< .025

Health Services

rs = .-142

p< .032

Physical Therapy Services

rs = 0.84

p < .206

Transportation Services

rs = .292

p < .0001

Medical Services

rs = -.090

p < .177

Speech Therapy Services

rs = .244

p < .0001

Audiology Services

rs =,067

p<.310

Service Coordination Services

rs = ,013

p < .846

** p < .01; rs =

.30
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Correlation of "Case Managers' Perceived Need for Services" and Their "Confidence
Level ofBeing Able to Authorize the Service on the Individualized Family Service Plan"

To test Hypothesis 4, a Bivariate correlation with Pearson's product-moment
correlation coefficient (Pearson's

'1 was performed to evaluate any correlation between

"Case Managers Perceived Need for Services" and their "Confidence Level of being able
to authorize the Service on the IFSP," Only correlation coefficients ofr = .30 or higher
were considered, and, as seen in Table 24 no reportable correlations were found to exist
using the criteria of r = .30.
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Table 24

Pearson's Correlation Between "Case Managers Perceived Need for Services" and
Their "Confidence Level ofBeing Able to Authorize the Services on the IFSP"
Pearson
Correlation

Service

p value

Nursing Services

r=.I11

P < .095

Vision Services

r = .109

p < .100

Transportation Services

r = -.104

p < .119

Medical Services

r

= -.094

p< .157

Social Wode Services

r = -.010

p < .879

Special Needs Instruction

r = .002

p < .982

Family Training &
Counseling Services

r = -.011

p < .868

Psychology Services

r =-.095

p< .152

Nutrition Services

r = -.018

p< -.790

Occupational Therapy Services

r = .001

p<.984

Assistive Technology Services

r =. 024

p < .722

Health Services

r = .026

p < .689

Physical Therapy Services

r = -.017

p < .794

Speech Therapy Services

r = -.053

p < .428

Audiology Services

r = -.038

P <.563

Service Coordination Services

r = -.037

p < .582

** p < .01; r= .30
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Correlation of "Case Managers' Confidence Level ofBeing Able to Authorize the
Services on the IFSP" and the "Actual Frequency of Services Provided"

To test Hypothesis 5, a Bivariate correlation with Pearson's product-moment
correlation coefficient (Pearson's 1") was performed to evaluate any correlation between
"CaseManagers' Confidence Level of Being Able to Authorize the Services on the
IFSP" and the "Actual Frequency of Services Provided." Only correlation coefficients of
r = .30 or higher were considered. As seen in Table 25, Social Work (r

=

.50; P = <.01);

Nutrition Services (r =.49; p = <.01); Assistive Technology (r =.39; p = <.01); Medical
Services (r = .36; P = <.01); Family Training and Counseling Services (1" = .33; P = <.01)
and Special Needs Instruction services (r = .30; P = <.01) were found to be statistically
significant.
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Pearson Correlation between "Case Managers' Confidence Level ofBeing Able to
Authorize Services on the IFSP" and the "Actual Frequency ofServices Provided"
Service

Pearson
Correlation

p value

Social Work

r =.509

p < .0001

**

Nutrition Services

r = .491

p < .0001

**

Assistive Technology

r = .385

p < .0001

**

Medical Services

r = .356

p < .0001

**

Family Training & Counseling
Services

r = .325

p < .0001

**

Special Instruction services

r = .304

p < .0001

**

Audiology

r = .275

p < .0001

Occupational Therapy

r = -.270

p < .0001

Psychology

r = .213

p < .001

Health Services

r = .083

p < .209

Physical Therapy Services

r=-.158

p < .017

Transportation Services

r =.207

p < .002

Nursing Services

r = .449

p < .0001

Speech Therapy Services

r = .174

p < .008

Vision Services

r= .95

p <.152

Service Coordination Services

r = .010

p < .877

** p < .01; r= .30
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Comparison of "Actual Frequency ofEarly Intervention Services Provided" as a
Function of County Population density

To test Hypothesis 6a, a univariate Anova was conducted on County Population
Density (Rural, Urban, Suburban and Mixed) across the dependent variables As seen in
Table 26, Service Coordination services were found to be statistically significant at the
p < .01 level. The Tukey post hoc test showed that the "Actual Frequency" of Service
Coordination services was different in the Urban populations than the Rural, Suburban
and the Combination population densities.
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Table 26

Results ofANOVA to Determine if a Significant Difference Existed in the Mean Rankings
ofthe "Actual Frequency ofServices Provided" and "Population Density"

Service

Rural Urban

Assistive Technology

13.14 16.00 14.00 14.08

Suburb Mixed

F

p value

.355.

786

7.25

.506

.682

Family Training/Counseling 16.00 11.00 10.50 13.67

2.43

.093

Health Services

16.00 16.00 15.25 15.75

.728

.547

Medical Services

16.00 16.00 15.25 15.75

.717

.553 .

Nursing Services

13.43 13.5

11.5

Nutrition Services

16.00 12.5

10.25 13.83

4.01

.021

Occupational Therapy

4.714 3.50

4.00

4.33

1.36

.281

Physical Therapy

3.87

3.50

4.75

3.66

1.44

.259

Psychology Services

16.00 13.00 12.00 13.25

Service Coordination

1.00

Social Work Services
Special Needs Instruction

2.87

Speech Therapy

2.57

Transportation Services

13.71 14.00 14.75 14.16

Vision Services

10.14 7.50

Audiology

** p < .01

8.14

6.50

9.25

15.00

1.107 .368

1.403 .27
.003**

1.00

6.44

13.14 14.50 8.75

13.83

1.516 .239

3.50

2.00

3.417

1.655 .207

2.50

3.25

2.50

.919

.449

.079

.971

.879

.468

2.00

1.00

7.50

10.50
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To test Hypothesis 6b, a univariate Anova was conducted on county caseload size
across the dependent variables. The caseload was divided into four groups

« = 136.00 (very low); 136.01 to 202.00 (low); 201.01 to 467.00 (high); 467.01 + (very
high) .. As seen in Table 27, Psychology services were found to be statistically significant
at the p < .01 level. Results of the Tukey Post Hoc test showed the "actual frequency" of
Psychology services was different for case managers who had "very high" caseloads than
those case managers who reported "high," "low" and "very low" caseloads.
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Table 27
Results ofANOVA to Determine

if a Significant Difference Existed in the Mean Rankings

ofthe "Actual Frequency ofServices Provided" based on "County Caseload Size"

Case Load
Service

Very
Low

Assistive Technology

13.14 16.00 14.50 12.30 3.37

Audiology

8.28

Low

High

Very
High

F

P value

1.46

.252

2.89

3.30

.803

Family Training/Counseling 16.00 14.66 12.30 11.00 3.86

2.61

.078

Health Services

16.00 16.00 15.00 16.00 .830

2.66

.075

Medical Services

16.00 16.00 15.30 15.16 1.25

.736

.542

Nursing Services

l3.42 16.00 14.83 11.33 3.46

2.35

.101

Nutrition Services

16.00 14.83 12.83 11.00 3.16

4.04

.015

Occupational Therapy

4.14

4.66

4.33

4.16

.852

.463

.711

Physical Therapy

3.78

4.00

3.66

4.16

.971

.339

.798

Psychology Services

16.00 16.00 11.67 11.16 3.48

5.18

.008**

1.00

0400

1.06

.385

Social Work Services

14.57 14.33 14.33 8.00

4.46

4.57

.0l3

Special Needs Instruction

3.57

2.66

3.33

2.50

1.20

1.19

.338

Speech Therapy

2.66

2.33

3.16

2.68

.748

1.38

.274

Transportation Services

12.42 16.00 14.67 l3.66 3.23

1.50

.243

Vision Services

10.00 11.16 8.16

9.48

.636

Service Coordination

** p < .01; r = .30

. 1.00

8.00

1.00

6.83

1.33

8.33

9.33

SD

3.77
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To evaluate Hypothesis 6c, a univariate Anova was conducted in the Northeast,
West, Southeast, and Central regions across the dependent variables As seen in Table 28,
Speech Therapy services were found to be statistically significant at the p < .01 level.
The Tukey Post Hoc test showed that the "actual frequency" of Speech Therapy services
was different in the Southeast regions than the other three regions. The Tukey Post Hoc
test showed that the Mean Ranking of the "Actual Frequency" of Speech Therapy
services was different in the Southeast region than the Northeast, Western, and Central
regions of Pennsylvania. The "Actual Frequency" of Speech Therapy services was
ranked lower in the Southeast region.
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Table 28
Results ofANOVA to Determine

if a Significant Difference Existed in the Mean Rankings

ofthe ':Actual Frequency ofServices Provided" based on "Regions"

Service

N.E

Assistive Technology

16.00 11.67 14.00 12.60 3.37

Audiology

8.3

Family Training/Counseling 15.2

W

S.E

C

SD

F

P value

3.028 .052

7.3

9.25

6.60

2.89

.743

.538

14.3

10.00 12.4

3.86

2.27

.109

Health Services

16.00 16.00 15.25 15.40 8.30

1.310 .298

Medical Services

16.00 16.00 16.00 14.20 1.25

3.65

.029

Nursing Services

16.00 13.00 10.25 l3.60 3.46

3.86

.024

Nutrition Services

15.30 13.50 10.25 13.80 3.16

3.074 .050

Occupational Therapy

4.4

4.33

3.75

4.60

.852

.784

Physical Therapy

3.30

4.16

4.75

4.0

.971

3.105 .048

Psychology Services

16.00 l3.83 10.50 12.00 3.59

3.75

.027

Service Coordination

1.20

4.00

.476

.709

Social Work Services

15.00 12.83 8.00

12.60 4.45

2.92

.057

Special Needs Instruction

3.90

2.50

2.00

2.80

1.20

4.54

.0l3

Speech Therapy

2.20

3.00

3.50

2.60

7.48

5.06

.009**

Transportation Services

12.70 15.16 l3.75 16.00 3.23

1.53

2.36

Vision Services

9.40

.638

.599

1.00

1.00

11.33 8.00

1.00

9.60

3.77

.516

**p < .01; r =.30; Regions: N= Northeast; W= Western; SE= Southeast; C=Central
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Chapter 4
Discussion
The current study had six main purposes: 1) to determine if a positive correlation
existed between "Parents' Requests for Services" and "Case Managers' Perceived Need
for Services;" 2) to determine if a positive correlation existed between "Parents' Requests
for Services" and the "Actual Frequency of Services Provided;" 3) to determine if a
significant positive correlation existed between "Case Managers' Perceived Need for
Services' and the "Actual Frequency of Services Provided;" 4) to determine if a positive
correlation existed between "Case Managers' Perceived Need for Services" and their
"Confidence Level of Being Able to Authorize Services on the IFSP;" 5) to determine if
a positive correlation existed between "Case Managers' Confidence Level of Being Able
to Authorize Services on the IFSP" and the "Actual Frequency of Services Provided;"
6) to determine if a significant difference existed in the "Actual Frequency of Services
Provided" as a function of popUlation density, county caseload size, and defined regions.
With regard to Hypothesis 1, this study found that 2 ofthe Early Intervention
services were correlated between the case managers' report of "Parents' Requests for
Services" and "Case Managers' Perceived Need for Services." Based on this finding, it
appears that case managers and parents see Audiology services and Transportation
services in the same light; however, they do not see the other 14 Early Intervention
services in the same way. The results of this study showed that case managers are
reporting that parents are not requesting these services from them and case managers do
not perceive these services as needs for the families on their caseloads.
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Audiology services are those directed toward children who have or who are at risk
for auditory impairment (IDEA, 1990). More than 44 percent ofthe case managers
reported that there were "no barriers" in authorizing Audiology services, perhaps because
the screening and assessment of auditory impairment must be tested at an Audiologist's
office and is often funded by private health insurance plans. In terms of Authorizing
Audiology on the IFSP for children identified with auditory impairment, it is possible that
case managers do not perceive this as a need because they are aware that the child is
receiving the necessary services from either a publicly funded provider in the community,
such as a School for the Deaf, or directly from the Early Intervention Program.
With regard to Transportation services, it is possible that case managers and
parents do not see it as a need because Early Intervention services are provided in a
family home or other natural environment, such as day care settings or babysitter's
homes. The trend of providing services in a child's natural environments began
approximately 10 years ago when the system was redesigned to enhance parents' skills
after research highlighted the importance of educating caregivers to be the child's first
and most important teacher. At that time the Early Intervention program began to shift
toward providing services to enhance family functioning during everyday routines and
base intervention on their priorities ofthe family rather than a child's skill deficit (Berlin
et aI., 1998).
In this study, the results were found to be consistent with the results found in
Baily and associates' (1992) research. Case managers reported that parents primarily
requested support to address motor, cognitive, and communication delays with services,
such as Speech Therapy, Physical therapy, Occupational Therapy and Special Needs
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Instruction, rather than services that may address issues that related to medical issues,
transportation, behavioral, emotional and social problems such as Psychology, Social
Work, and Family Training and Counseling services.
In Baily and colleagues' (1992) study, they found that physicians primarily
referred patients for those services that dealt with motor, communication, and cognitive
delays, which is consistent with Majnemer et al.'s (2001) research that found parents are
requesting similar types of services. It may be that parents are requesting these services
because their physicians, who are well-versed regarding a medical viewpoint of motor,
cognitive, and communication development, are leading parents in this direction based on
how they are "professionally viewing" the child, rather than how they are viewing the
needs of the entire family. It is also possible that physicians may not be referring for
other services because parents are not expressing all their concerns to them or perhaps
because physicians have less experience dealing with issues that are not medically related
(Del Carmen-Wiggins, 2000).
It appears that parents are requesting only those services that their physicians are
noticing as areas of concern, rather than those services that may enhance their family's
overall functioning. This is problematic and contradictory to the philosophy of the Early
Intervention Program, which is to treat an entire family functionally based on all of their
needs, concerns and strengths rather than on medical conditions which are narrowly
focused and discipline-specific (Baily, 1989; McWilliams, 1992).
Although various essential services are being provided to families, case managers
have reported additional areas of concern that are not being addressed.
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It is possible that case managers are seeing a need for different services than their
physicians because ofthe nature ofthe close and frequent working relationship, as well
as the way services are provided in the natural environments of the family.
The main role of the Early Intervention case manager is to coordinate all ofthe
services deemed necessary to meet the needs of the family on the IFSP (IDEA, 1990).
Physicians are a valuable resource to the Early Intervention program and their opinions
should not be taken lightly, however, case managers' opinions are based on direct contact
with these families. As the "gatekeepers" of the Early Intervention program, their
perceived need for services can potentially move the program toward a more
comprehensive system in the provision of services.
With regard to Hypothesis 2, the results of this study found that Nursing
services, Social Work services and Special Needs Instruction were found to be correlated
between the case managers' report of "Parents' Requests for Services" and the "Actual
Frequency of Services Provided in the Early Intervention Program." The results ofthis
study have found that parents are not requesting Social Work and Nursing services and,
in fact, the "Actual Frequency" of these services can be considered low. On the other
hand, parents are requesting Special Needs Instruction and, in fact, the "Actual
Frequency" of Special Needs Instruction is ranked second only to Service Coordination
servlces.
The results of this study are interesting in that the top "parent requests" for services
are the same services that are actually provided the most frequently. Speech Therapy,
Physical Therapy, Occupational Therapy, Special Needs Instruction, Audiology services,
and Service Coordination services accounted for 98 percent of all services provided in the
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Early Intervention program in Pennsylvania whereas, the other 10 services accounted for
only 2 percent of all services provided. The actual frequency of Psychology and Family
Training and Counseling services were minuscule and accounted for only .004 percent of
all services provided. These results are consistent with Majnemer and associates, (2001)
in that services addressing motor, communication and cognitive were provided frequently
where as psychological services are uncommon. The lack of Family Training and
Counseling services and Psychology services is not surprising in light of the high
prevalence of divorce, behavioral problems, and inappropriate parenting that occurs in
families with a child with a disability (Hodapp & Krasner, 1995).
With regard to Hypothesis 3, no significant positive correlations were found to
exist between "Case managers Perceived Need for Services" and the "Actual Frequency
of Services Provided." In light of the extensive research in the types of services that are
being provided (Majnemer et aI., 2001), it is not unexpected that a relationship between
what case managers perceived as a need, and the types of services that were actually
provided would not be found. Although no significant findings were found, an important
point was gleaned from this study with regard to "Case managers' Perceived Need for
Services." Case managers reported that the service deemed most beneficial for the
families on their caseload was Family Training and Counseling services.
Although the Early Intervention program has identified at least 16 services (Early
Intervention Systems, Act, 1990) that can be utilized by families with children with
special needs, this study has shown that only a few are utilized. Those services most
utilized include those that primarily address cognitive, communication and motor
development which is consistent with the research (Majnemer et aI., 2001). However,
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this trend in the provision of Early Intervention services only provides a narrow scope of
services and thus this trend may be negatively impacting the overall development of
children and the functioning of families (Webster-Stratton, 1998). Case managers appear
to be acutely aware of the unrnet needs in the Early Intervention program, unfortunately,
it seems as though parents are not asking for assistance in those areas that may improve
their overall family functioning (Baily et a1., 1982).
With regard to Hypothesis 4, no positive correlations were found to exist between
"Case Managers' Perceived Need for Services" and their "Confidence Level of being
able to Authorize Services on the IFSP."
Case managers reported that they were most confident about authorizing Service
Coordination, Special Needs Instruction, Physical Therapy, and Occupational Therapy.
These services tended to be those provided the most frequently and had the fewest
barriers. Speech therapy was an exception, in that it could be considered a highly
provided service, but due a shortage of providers case managers reported that they were
not confident that Speech Therapy would be provided to families in a timely fashion.
Overall, case managers did not perceive a high degree of need for those services
that they were most confident they could authorize. On the other hand, they reported a
high degree of need for those services they were least confident they could authorize such
as Social Work, Psychology and Family Training and Counseling services. It is possible
that Case Managers are aware of the available resources in their area and are only able to
authorize those services they are readily available on a consistent basis.
With regard to Hypothesis 5, Social Work services, Nutrition services, Assistive
Technology services, Medical services, and Family Training and Counseling services
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were found to be correlated between "Case Manager's Confidence Level of being able to
Authorize the service on the IFSP" and the "Actual Frequency of Services Provided." It
appears that as case managers' confidence level increased the actual frequency of the
service also increased. In turn, as case managers' confidence level decreased the actual
frequency of the service decreased.
The results of this study have shown that case managers are not confident that
they could authorize Social Work services, Nutrition services, Assistive Technology
services, Medical services, and Family Training and Counseling services and, in fact, the
actual frequency of these services can be considered very low. On the other hand, Case
Managers reported they were very confident that they could authorize Special Needs
Instructions and, in fact, Special Needs instruction was the second most provided service,
after Service Coordination Services. Although this Hypothesis is partially confirmed, it
appears as though case managers are acutely aware of which services are available and
unavailable for them to utilize and, therefore, their confidence levels reflect this.
The sixth hypothesis stated that there will be a significant difference in the
"Actual Frequency of Services Provided" as a function of the Independent Variables: a)
population density of the county, b) County Caseload size, and c) the four regions.
Although there were a few significant findings, overall it did not appear that the
Independent Variables impacted upon the "Actual Frequency of Services Provided."
Regarding PopUlation Density, Service Coordination services was ranked first and
the most provided services for those counties classified as Rural, Suburban and Mixed.
However, for those counties classified with an Urban population density Service
Coordination services was ranked second. Although this result is statistically significant,
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the practical significance may not be as important because Service Coordination services
are the only services mandatory and necessary for Early Intervention services to be
initiated and maintained (Early Intervention System Act, 1990). Therefore, it would
appear that popUlation density has no impact on the "actual frequency" of services
provided and that the provision of the sixteen services is fairly the same in all of the
counties.
The "Actual Frequency" of Psychology services was found to be higher in those
counties classified with "very high" caseloads than for those counties classified "high,"
"low" or "very low." It may be that in counties with case managers having the highest
caseloads are exposed to more families and varying levels of need. Because these needs
vary, Psychology services may be seen as important and necessary to meet the needs of
these families. In terms of the other fifteen services county caseload size had no impact
on the frequency of services.
The "Actual Frequency" of Speech Therapy services was ranked lower in the
Southeast region of Pennsylvania, than in the other three regions. Although this result is
statistically significant, its practical significance may not have as much importance. Even
though the "Actual Frequency" of Speech Therapy services was ranked lower in the
Southeast Region than in the other three regions, it still must be considered a service that
is frequently provided. It may be that the Southeast Region provides a little less Speech
Therapy than the other regions, but they have more services available, and they are able
to utilize a larger variety of services to meet families' needs, rather than relying on a less
diverse pool of services as the other counties may have to do.
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It is not surprising that the independent variables did not impact on the actual

frequency of services provided because Service Coordination, Special Needs Instruction,
Speech Therapy, Occupational Therapy, and Physical Therapy services are provided in
vast amounts (7,860,689 units) as compared to the other 11 services (205,482 units)
combined and the results of this study have found that Early Intervention services are
utilized similarly in all Early Intervention programs across Pennsylvania.

Barriers

Case managers reported that there were barriers in the provision of all sixteen
services, however, the trend appears to be that there are less barriers in the provision of
services that address motor, communication and cognitive concerns, such as Special
Needs Instruction, Physical Therapy, Occupational Therapy, and Speech therapy; and
more barriers in the provision of services that address behavioral, emotional and social
issues, such as Psychology services, Family Training and Counseling services and Social
Work services.
The results of this study is consistent with the results found in a study by Fagan,
et aI, (1986), which found that the service availability is limited across the board. The
results of this study found that the majority of counties have contracts in place to provide
all of the 16 Early Intervention services; however, case managers' reported that counties
typically did not reimburse for Transportation and Medical services. Many case
managers reported that they knew how to obtain services to address motor and concerns,
however, when they may need to refer for the other services, they did not know where to
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turn for assistance. Case managers reported that counties typically do not require prior
approval from administration before authorizing a service on the IFSP. However, a small
number of case managers reported that they must seek prior approval before authorizing
Audiology services, Medical services, Health services, Assistive Technology services,
Nursing services, and Family Training and Counseling Services.
By far the trend that is impacted upon the Early Intervention Program is the
shortage of providers to meet the demand for services. The findings in this study have
shown that case managers reported shortages in all of the 16 services, with the greatest
shortages in the areas of Psychology, Family Training and Counseling services, and
Speech Therapy services.
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Limitations ofStudy

Several sets of limitations in the study may have accounted for the results of the
six hypotheses. These limitations can be categorized as issues of (1) reliability and
generalizability; (2) participant selection bias; and (3) social desirability effect.

Reliability and Generalizability

Numerous factors may have affected the reliability, validity, and generalizability
of the surveys used to complete this study. All of the surveys used in this study were
designed by the researcher, with no prior reliability or validity studies compiled. Because
the surveys being administered were not used previously, no other studies exist that could
support their use. It is possible that case managers may not have the same level of
exposure to Early Intervention or to the operational definitions of the Early Intervention
services as identified by the Early Intervention Statute. Therefore, when case managers
were answering questions as to their opinions on "parent request" for services, their
"perceived need" for services, the "barriers" to authorizing services and their "confidence
level" of being able to authorize these services on the IFSP, their level of experience
may have impacted upon the way they answered the questions. Highly trained case
managers may have had more of a knowledge base in regard to the Early Intervention
Program and its expectations, as compared to other case managers with less training or
experience. On the other hand, it is also possible that the more experienced case
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managers could have preconceived notions based on what their experiences may have
been, as compared to newer case managers who have fresh ideas on the possibilities of
new services and programs.
The surveys were lengthy and the process of completing them may have been
cumbersome, and at some points confusing, when presented to larger groups. In order to
complete 2 of the surveys, case managers were asked to spread 16 index cards out in
front of them, and place them in a ranked order. Although the researcher gave caution as
to how to handle the cards, there is a slight chance that the cards may have been
mishandled when the case manager placed them back into the envelope.

Participant Selection Bias

Participating case managers were chosen from only those counties that granted
peniiission for the study to be completed, therefore, the selection of participants was not
random. Furthennore, participants of this study were employed as case managers
working within the guidelines of individual county Mental HealthlMental Retardation
programs. Each county may have specific requirements for employment and job
responsibilities, therefore participants may have a range of education and professional
expenences.
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Social Desirability Effect

While the investigators depended on the truthfulness of the subject's responses to
the survey questions, subj ects may have been inclined to not be truthful should they
believe that the information gained could potentially create substantially more work for
them or place them in an unfair light. During the past few years, there have been many
changes in the Early Intervention Program in Pennsylvania and it is possible that case
managers answered the questions based on what they believed they would be expected to
report, rather than express their true opinions.
To control for this bias, surveys were counterbalanced. However, it is possible
that case managers were influenced to some degree by the presumed purpose of the
study. Sources of influence may have included general information provided regarding
the investigators' educational backgrounds, and the types of instructions and questions
being asked, which may have alluded to the psychological nature ofthe study.

Improving Access to Psychology and Family Training and Counseling Services in the
Early Intervention program in Pennsylvania

The results of this research have indicated that case managers are aware that
behavioral, social, and emotional services will benefit the families with whom they work;
however, they have also indicated that they are unsure as to how to access these services.
The key to improving access to Psychology and Family Training and Counseling services
in the Early Intervention Program is for parents, case managers, county Mental Health
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and Mental Retardation ~upervisors, and professionals to reconceptualize evaluation and
treatment protocols within the system (Webster-Stratton, 1998). Therefore, an important
first step to improving access is educating all parties involved about the overall benefits
of the Early Intervention Program and how Psychology and Family Training and
Counseling services can improve this program even more.
It is suggested that mental health professionals currently working in the Early

Intervention Program, take the initiative and train other psychologists who do not have
Early Intervention experience. Seasoned mental health workers and psychologists could
develop workshops and present information at various state and local conventions.
Topics for consideration should include information such as an overview of the
Individuals with Disabilities Act (Part C) and the Pennsylvania Early Intervention System
Act (P A Act 212-1990) so that Psychologists are able to tailor their services to fit within
the Early Intervention program. Other topics that may enhance a psychologist's
understanding of the Early Intervention Program include: the Multidisciplinary
Evaluation process, IFSP, contracting with County Mental Health and Mental Retardation
programs, funding and reimbursement issues and the provision of services within the
Early Intervention Program.

Providing Psychology Services

Hutchins and McPherson 1991 stated that a collaborative approach to treatment is
the most effective way to enhance mental health and the general well being of families.
Pennsylvania Early Intervention regulations have indicated that the most effective
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programs are those that utilize a collaborative approach during evaluation and treatment
(Early Intervention Services System Act, P A Act 212, 1990). Early Intervention
disciplines, such as speech therapy, physical therapy, occupational therapy, social work,
nursing, special needs instruction, and psychology, must function as a multidisciplinary
team to determine the developmental levels and eligibility of children from birth to three
years of age. This study has found that case managers believe that improving access to
Psychology and Family Training and Counseling services is important in improving the
collaborative effort of Early Intervention Teams. Psychology services are especially
important when conducting an Early Intervention Multidisciplinary Evaluation,
especially when family functioning is yompromised due to the special needs of children
with disabilities.
The primary skill that psychologists can bring to the Early Intervention team is
the ability to work along side other disciplines and address the psychosocial needs of a
family in a child's natural environment such as the child's home, daycare, and/or
preschool (Early Intervention Services System Act, Pa Act 212, 1990). IUs imperative
that the Multidisciplinary Evaluation team members develop their roles in such a manner
that they assist families in articulating the problems they are having raising their child,
and help them identify the resources and strengths, as well as their individual needs, so
that the appropriate services and supports can be identified and provided (Dwyer et ai.,
1998). On the IFSP, the primary responsibility of the Multidisciplinary Evaluation Team
is to identify family outcomes based primarily on family concerns and needs, and it is the
responsibility of each discipline to capture family outcomes in a way that indicates
ownership by the family. One ofthe most important skills that a psychologist must
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possess would be the ability to assist families in writing their Family Outcomes that can
be measurable, and have a functional purpose that enhances overall family functioning.
Professionals seeking a contract to provide services within the Early Intervention
Program must first submit a letter of interest to the county administrator and include a
description of the services (assessment and/or treatment) they intend to render, a copy of
their professional license, college diploma, and curriculum vitae to the county/county
joinder they wish to pursue a contract.
It is also important for psychologists to understand the unique funding issues

within the Early Intervention Program as well. Currently, the Early Intervention Program
has three levels of funding. These levels of funding are based upon the type of health
coverage the family has and the severity of the disability of the child. All unlicensed
Early Intervention service providers, such as Early Intervention teachers, Bachelor's level
Speech Therapists, Occupational therapy assistants and mental health professionals, will
always be reimbursed by county funds regardless of the type of insurance or level of
disability. However, all licensed professionals must be credentialed with the Department
of Public Welfare and have an individual Medical Assistance number in order to submit
billing to Medical Assistance for those children covered under the ACCESS plan (Early
Intervention Services System Act, Pa Act 212, 1990). In addition, there is a another
funding stream for those children who have been issued the ACCESS card, and have the
most severe developmental delays. Funding for these children may come from a federally
funded Infant/Toddler Waiver program.
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Awareness Campaign to Promote Psychology Services

. As psychologists become more responsive to their roll as Early Intervention
providers, awareness campaigns could be developed and to enhance public knowledge
about the benefits of Psychology services within the Early Intervention Program. The
agenda of this awareness campaign could concentrate on enhancing the understanding of
parents, physicians, case managers and county administrators as to how behavioral, social
and emotional problems are significantly impacting upon families, especially those with
special needs children. In addition, and most importantly, this awareness campaign could
highlight how Psychology and Family Training and Counseling services can improve
family functioning and the Early Intervention Program overall.
Rosenbaum (1988) stated that many parents do not know where to tum when they
suspect there may be a problem with their child. It is possible that parents are unaware
that behavioral, social and emotional support is available to them within the Early
Intervention program and, therefore, may not be requesting the service. The primary
objective of this awareness campaign may be to assist parents in advocating for
themselves and for the needs of their children. Professionals can promote awareness and
educate parents by providing lectures at self-help group meetings, such as Parents of
Down Syndrome (PODS), Autism support group (SAFE), Women's Infant and Children
(WIC) programs, Children and Youth Services organizations, Women's
Resource/Victims group meetings and other arenas where families of young children
meet.
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Cardone (2002) stated that there are significant limitations with current diagnostic
tools, especially when identifying maternal mental health. Perhaps the key to educating
physicians is to educate them during their training and residency programs as to how to
screen children's and caregivers' mental health. One possible way may be to screen
family functioning and mental health status during postnatal visits and during a child's
well visit.
The Early Intervention Services System Act, PA Act 212, 1990 has mandated that
all professionals working in the Early Intervention Program have a minimum of24 hours
of training annually. PsycholQgists can develop seminars and highlight the importance of
Psychology services in Early Intervention and present this information to other Early
Intervention providers working in this arena.

Recommendations for Future Research

The study's limitations may be used for recommendations for future research.
Future studies should focus on resolving the problems with weak reliability, validity, and
generalizability, participant selection bias, social desirability effect, demand bias and
self-report bias. Future studies should attempt to make the surveys less cumbersome and
easier to complete.
Future research could study whether case manager's years of service in the
position impacts the actual frequency of services provided.
Future research could attempt to examine the Multidisciplinary evaluators'
backgrounds, the assessment tools, and scales and that are being utilized to determine
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eligibility and continued eligibility for Early Intervention services. Perhaps the tools
used at this time are missing important social, behavioral, marital and economic issues
that are impacting negatively upon the family and the child's development.
Future research could look at the referral system to the Early Intervention
Program to determine who is referring families to the program. Examining referral
sources could provide valuable information for program development and child-find
activities.
This particular research study examined the Early Intervention Program in
Pennsylvania. Future research should look at the Early Intervention Programs from other
states. Recruiting information from participants in other states may allow future research
studies to reflect on the pros and cons of other Early Intervention Programs.

Conclusion

There is no question that the Early Intervention program is valuable to families in
Pennsylvania, especially in meeting motor, cognitive and communication needs.
However, it must be noted that case managers have reported that there are other needs
that are not being met. Through an evaluation of the mean rankings of the "actual
frequency of services provided" it is apparent that Psychology and Family Training and
Counseling services are rarely provided in the Early Intervention program. By case
manager report, it has been shown that Family Training and Counseling services and
Psychology services would be beneficial services in meeting the needs of the families on
their caseloads, unfortunately there are multiple challenges in meeting those needs. The
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prevailing ban-ier in the provision of these services, as well as other services, was a
shortage of professionals trained to provide this service. One solution to this problem
may be for counties which do not have trained personnel at this time, to request training
programs for personnel cun-ently working in the Early Intervention program to become
more aware of the particular issues that are impacting upon the overall functioning of
families. Case managers can take the lead in advocating for their families by collecting
data, and reporting the results to their supervisors and administrators so that they have a
clear understanding of the ban-iers in the provision of these services.
The benefit of Family Training and Counseling services and Psychology services
cannot be understated. Qualified mental health personnel will bring to the Early
Intervention program systematic instruction to parents, educational models that teach the
family how to better interact with their children, service in community settings and
natural environments that reinforce skills incidentally to promote generalization.
Specifically, intervention should be focused on teaching parents and teaching other Early
Intervention professionals how to help parents to be more responsive, more engaged with
their children, less negative and harsh, and more affectionate.
The ultimate purpose of this study was to gain an understanding of various
aspects of Early Intervention service delivery in order identify any areas that may not be
met. In order to improve access to Psychology and Family Training and Counseling
services, it is recommendeq. that Psychologists come to the forefront of this issue and put
into place advocacy programs that focus on the diverse forms of services they have to
offer to young children and their families and advocate to others the importance of these
servICes.
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Appendix A
FLOWCHART
1. Supervisors at county Mental Health! Mental Retardation programs in
Pennsylvania will be called to discuss the study and grant permission to
researchers to send information about the purpose of the study.
2. Supervisors will receive information about the study, and those who grant
permission for the study to be conducted will sign a consent form and provide
information on how many Early Intervention case managers work in the Early
Intervention department.
3. If the county is deemed eligible for inclusion in the study, they will receive 12" x
15" manila envelopes for each Early Intervention case manager, with instructions.
Each envelope will include:
a. Demographics survey
b. Parent Request for Services survey
c. Case Managers' Confidence Level of Providing Services survey
d. Case Managers' Perceived Level of Need survey
e. Case Managers' Opinion on why they cannot authorize services survey
f.

16 colored index cards with the name of each service listed.

g. 16 white index cards with the name of each service listed.
h. A description/definition of each of the 16 services.
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Appendix B
Dear Case Manager Supervisor:
We would like to ask your pennission for the Case Managers that you supervise
to participate in a study that looks at the types of Early Intervention services they are
authorizing in the IFSP. The name of this research study is called "Case Manager's
Perceived Need for Services and the Frequency of Actual Services Provided in the Birth
to-Three Early Intervention Program in Pennsylvania." The purpose of this study is to
help us understand the types of services parents are requesting, the types of services case
managers perceive as being valuable services, the barriers and supports that are involved
in the provision of these services, and the frequency of services provided.
Case Managers who participate in the study will be asked to spend a total of about
30 minutes completing five short surveys. One survey is a confidential, anonymous
demographics survey that asks infonnation about the number of consumers on his/her
caseload, county of employment, and county population density. The second survey will
ask case managers to rank order the sixteen (16) Early Intervention services parents
request most. The third survey will ask case managers to rank order the services based
on their perceived need for the services to be provided. The fourth survey will ask case
managers to talk about their confidence level regarding authorizing the services for the
consumers on their caseload. The fifth survey will ask case managers to discuss why they
think they may not be able to authorize services in an IFSP.
All infonnation will be held in the strictest confidence and only the researchers
will review the surveys. The surveys will not ask for the participant's names.
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We would appreciate if you would complete and return the intent to participate
fOlm on the attached page. If you have any questions or should you wish to see the
surveys in advance, please feel free to contact us: Mrs. Antoinette Hamidian at (570)
842-3334, e-mail at Atonil@ao1.com; or Dr. Stuart Badner at (570) 350-0916, e-mail at
sbadner@ptd.net.
Thank you for your consideration.
Sincerely,

Antoinette Hamidian, MS CCC-SLP
Graduate Student
Department of Psychology
Philadelphia College of Osteopathic Medicine
Philadelphia P A 19131

Stuart B. Badner, Psy.D.
Clinical Assistant Professor
Philadelphia College of Osteopathic Medicine
Philadelphia PA 19131
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Study: Case Manager's Perceived Need for Services and the Frequency of Actual
Services Provided in the Birth-to-Three Early Intervention Program in Pennsylvania.

Dear Supervisor:
Please check the appropriate boxes and send this form back to Mrs. Antoinette
Hamidian in the self-addressed stamped envelope provided.

I have read and understand the permission letter"and I give permission for the
participation of case manager/service coordinators that work in the Early
Intervention department.

_ _ _ I have received a copy of the letter from Mrs. Hamidian and Dr. Badner for my
records.

--- I

would like to receive more information about this study before giving
permission to be included. Please contact me at:

Name:
Address: _ _ _ _ _ _ _ _ _ _ _ _ __

Phone:

____ I do not give permission for the case managers to be included in this study.

Supervisor's Signature/ Date: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

County name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
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Appendix C
ThWORMEDCONSENTFORM
TITLE OF STUDY
Case Manager's Perceived Need for Services and the Frequency of Actual Services
Provided in the Birth-to-Three Early Intervention Program in Pennsylvania.
PURPOSE
The purpose of this research is to study case managers perceived need for services in the
counties they work; identify the types of services they believe could be beneficial to help
consumers served and to compare it to the frequency of services provided in the state.
You are being asked to be in this research study because as Case Managers you are the
single point of contact in helping parents obtain the services and assistance necessary to
enhance the development of children deemed eligible for services in the Birth-to-Three
Early Intervention program in Pennsylvania.
If you do not complete and sign a Consent Form you cannot be in this study.
INVESTIGATOR(S)

Phone:

Stuart B. Badner, Psy.D., Principal Investigator
Department of Psychology
PCOM
4190 City Avenue, Philadelphia, PA 19120
(570) 350-0916 (cell)

Name:
Department:
Address:
Telephone:

Antoinette Hamidian, M.S., Co-Investigator
Psy.D. Candidate, Department of Psychology
PCOM, 4190 City Avenue, Philadelphia, Pa. 19120
(570) 842-5424 (home)

Name:
Department:
Address:
Telephone:

Steven Godin, Ph.D., MPH, CHES, Co-Investigator
Department of Psychology
PCOM, 4190 City Avenue, Philadelphia, Pa. 19120
(570) 350-0916

Name:
Department:
Address:
Telephone:

Sussie Eshun, Ph.D., Co-Investigator
Department of Psychology
East Stroudsburg University, Prospect Street, East Stroudsburg, Pa. 18301
(570) 422-3355

Name:
Department:
Address:
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If you have any questions about this research, please call Dr. Stuart Badner at (570) 350
0916 or Antoinette Hamidian, M.S. at (570) 842-5424.
If you have any questions or problems during the study, you can contact Antoinette
Hamidian, M.S., who will be available during the entire study. If you want to know more
about Dr. Badner or Ms. Hamidian's background, or the rights of research subjects, you
can call Dr. John Simelaro, Chairperson, PCOM Institutional Review Board at (215) 871
6337.
DESCRIPTION OF THE PROCEDURES
A consent form will be distributed to you prior to the study. You must complete and sign
this Consent Form in order to be able to participate in this study. Participants will be
assembled in a group setting that provides enough space to ensure privacy. Surveys will
be administered in person by the researcher(s), and full verbal instructions will also be
given to help with the accurate completion and return of the survey materials. Completed
surveys will be sealed in the 12" x 15" envelopes, and placed in a covered box in the
office space provided for that purpose.
Your answers will be kept confidential. You will not be required to share your answers
with your co-workers or supervisors. Some of the questions deal with reporting behaviors
that may prompt uncomfortable feelings. You may stop answering questions on the
surveys at any time without penalty.
POTENTIAL BENEFITS
You may not personally gain anything from being in this study. You will, however be
adding to our knowledge about the needs of the consumers you serve. People in the
future may gain something from what the researchers learn from this study. It can provide
valuable information for service coordinators, children, and families. Findings from this
study may provide information on the needs of mental health services and interventions
in Pennsylvania.
RISKS AND DISCOMFORTS
Not all ofthe possible effects ofthe study are known. It is possible, in the course of
answering questions about mental health needs, that you may discover something about
yourself, co-workers or consumers that causes discomfort or distress.
ALTERNATIVES
The other choice is for you to not participate in this study.
PAYMENT
You will not receive any payment for being in this study.
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CONFIDENTIALITY
All information relating to your participation will be kept in a locked file. Only the
researchers, members of the Institutional Review Board, and the United States Food &
Drug Administration will be able to look at these records. If the results of this study are
published, no names or other identifying information will be used.
REASONS YOU MAY BE TAKEN OUT OF THE STUDY WITHOUT YOUR
CONSENT
If anything happens that would make staying in the study possibly dangerous to you or
damaging to your health, Dr. Badner or Mrs. Hamidian may take you out of this study.
In addition, the entire study may be stopped if dangerous risks or side effects occur in
other people.
NEW FINDINGS
If any new information develops that may affect your willingness to stay in this study,
you will be told about it.
INJURY
If you are injured as a result of this research study, you will be provided with immediate
necessary medical care.
However, you will not be reimbursed for medical care or receive other payment. PCOM
will not be responsible for any of your bills, including any routine medical care under this
program or reimbursement for any side effects that may occur as a result of this program.
If you believe that you have suffered injury or illness in the course of this research, you
should notify John Simelaro, D.O., Chairperson, PCOM Institutional Review Board at
(215) 871-6337. A review by a committee will be arranged to determine if your injury or
illness is a result of your being in this research. You should also contact Dr. Sime1aro if
you think that you have not been told enough about the risks, benefits, or other options,
or that you are being pressured to stay in this study against your wishes.
VOLUNTARY PARTICIPATION
You may refuse to be in this study. You must voluntarily consent to be in this study with
the understanding of the known possible effects that might occur while you are in this
study.
You may leave this study at any time without penalty. Please be aware that if you drop
out bfthis study, there will be no consequences or loss of benefits to which you are
entitled.
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STUDY: Case Manager's Perceived Need for Services and the Frequency of Actual
Services Provided in the Birth-to-Three Early Intervention Program in
PelIDsylvania.
Please check all of the boxes that apply and hand the fom1 to the researcher(s).
_ _I have read and understand the attached letter and this consent form. I agree to
participate in this study.
_ _I have received a copy of the letter from Mrs. Hamidian and Dr. Badner for my
records.
I would like more information before giving consent to participate in this study you
may call me at (570) 842-5424.
I do not wish to participate in this study.
Printed Name of Case Manager:. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Signature of Case Manager: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _-:-_ _
Date:

1_ _1_ _-

Time:_ _ _ _ _ _AMIPM

Signature ofWitness:. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - 
Date: _ _1_ _1____ Time:_ _ _ _ _ _AMIPM
Signature of Investigator:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

Date: __1__1_ _ __ Time:_ _ _ _ _ _AMIPM

Please sign both copies ofthis form.
One copy MUST be returned to the researcher, the other copy is for your records.
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Appendix D
INSTRUCTIONS
Dear Participant:
The surveys that you are being asked to complete are part of a dissertation research study.
By completing these surveys we hope to 1) gain an understanding of the types of Early
Intervention services parents are requesting from case managers in the birth-to-three
Early Intervention system in Pennsylvania and 2) gain an understanding of case managers
perceived level of need for services.
You will receive a manila envelope containing 5 short surveys and 16 index cards with
the names of services printed on them and a list of service definitions. The purpose of the
cards and the definition list is to help you organize a rank ordering of the 16 different
services.
Do not put your name or any ide:otifying information on the surveys. Your participation
and answers to the surveys are confidential. Only the researcher and research staffwill
see the completed surveys. Your participation is voluntary; you may leave questions
blank or stop at any time. It is unlikely that completing these surveys will expose you to
any significant risks or problems.
If you have any question about this study,you may ask the researcher(s) now or contact
Dr. Stuart Badner, Psy.D. at (570) 350-0916.
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Appendix E
CASE MANAGERS' DEMOGRAPHIC SURVEY
1)

In what county/ies are you cunently employed as an Early Intervention
Case Manager/ Service Coordinator? _ _ _ _ _ _ _ _ _ _ __

2)

The county in which you provide case management services can be
considered:

3)

a) rural

c) suburban

b) urban

d) surburban /rural combination

What is the highest number of unduplicated cases on your caseload in
the last 12 months?
a) 0-15

b) 16-35

c) 36-51

d) 52 +

Services in Early Intervention

138

AppendixF
CASE MANAGERS' REPORT OF PARENTS' REQUESTS FOR SERVICES
You will find 16 colored index cards with 16 different services listed on each card.
Spread the cards out on the table and put them in order of the service most frequently
requested by parents to the service least requested by parents in the past 12 months.
When completed please put the rubber band around the index cards and place them back
into the envelope.
Assistive Technology
Audiology
Family Training, Counseling _ _
Health Services
Medical Services
Nursing
Nutrition Services
Occupational Therapy
Physical Therapy
Psychology Services
Service Coordination
Social Work
Special Instruction
Speech-Language Pathology _ _
Transportation
Vision Services
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Appendix G
CASE MANAGERS' PERCEIVED LEVEL OF NEED FOR SERVICES SURVEY
You will find 16 white index cards with 16 different services listed on each card. Spread
the cards out on the table and put them in order of the services that you believe would be
most beneficial for the consumers on your caseload in the past 12 months. When
completed please put the rubber band around the index cards and place them back into
the envelope.
Assistive Technology
Audiology
Family Training, Counseling _ _
Health Services
Medical Services
Nursing
Nutrition Services
Occupational Therapy
Physical Therapy
Psychology Services
Service Coordination
Social Work
Special Instruction
Speech-Language Pathology _ _
Transportation
Vision Services
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AppendixH
CASE MANAGERS' CONFIDENCE LEVEL OF PROVIDING SERVICES SURVEY
Please answer the following question regarding the level of confidence you have that you
can authorize the following services on Individualized Family Service Plans and that the
service will be provided to the family in the past 12 months.
I am confident that I can authorize this service on the Individualized Family Service Plan
and that it will be provided to eligible families on my caseload ......
Assistive Technology
1) strongly agree

2)agree

3) undecided

4) disagree

5)strongly disagree

2)agree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

2)agree

3) undecided

4) disagree

5)strongly disagree

,2)agtee

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

Audiology
1) strongly agree

Family training, counseling
1) strongly agree

2)agree

Health services
1) strongly agree

2)agree

Medical services
1) strongly agree
Nursing
1) strongly agree

Nutrition services
1) strongly agree

2)agree

Occupational therapy
1) strongly agree

2)agree
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Physical Therapy
1) strongly agree

2)agree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

2)agree

3) undecided

4) disagree

5)strongly disagree

2)agree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

3) undecided

4) disagree

5)strongly disagree

Psychology services
1) strongly agree

2)agree

Service Coordination
1) strongly agree
Social work
1) strongly agree

Special instruction
1) strongly agree

2)agree

Speech-Language Pathology
1) strongly agree

2)agree

Transportation
1) strongly agree

2) agree

Vision Services
1) strongly agree

2)agree
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Appendix I
CASE MANAGERS' OPINION ON THE BARRIERS TO AUTHORIZING SERVICES
ON AN INDIVIDUALIZED FAMILY SERVICE PLAN SURVEY
INSTRUCTIONS:
For those services you feel you are not confident about authorizing on an IFSP,
please provide your opinion on as to why you cannot provide these services.
Please fill in the blank ...
I cannot authorize Assistive Tec1mology because ...

I cannot authorize Audiology because ...

I cannot authorize Family training, counseling because ...

I cannot authorize Health services because ...

I cannot authorize Medical services because ...

I cannot auth?rize Nursing because ...

I cannot authorize Nutrition services because ...
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I cannot authorize Occupational therapy because ...

I cannot authorize Physical Therapy because ...

I cannot authorize Psychology services because ...

I cannot authorize Service Coordination because ...

I cannot authorize Social work because ...

I cannot authorize Special instruction because ...

I cannot authorize Speech-Language Pathology because ...

I cannot authorize Transportation because ...

I cannot authorize Vision Services because ...
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Appendix J
SERVICE DESCRIPTION LIST
1. Assistive Technology: are those services that directly assist a child with a
disability in the selection, acquisition, or use of an assistive technology device.
2. Audiology Services: include those services that are directed toward children
who are at risk of auditory imp ailment or who have been identified as having an auditory
impairment.
3. Family Training, Counseling, and Home Visits: are those services that are
provided by social workers, psychologists and other qualified personnel to assist the
family in understanding the special needs of their child, as well as understanding the
methods of enhancing their child's development.
4. Health Services: are those services that are necessary to help a child and family
benefit from the other fifteen services.
5. Medical Services for Diagnostic or Evaluation Purposes: are those services
provided by a licensed physician to determine a child's developmental status and the
need for Early Intervention services.
6. Nursing Services: include the assessment of health status to determine the need
for care, the provision of nursing care to prevent health problems, or to restore or
improve functioning, and the administration of medications, and other prescribed
treatments.
7. Nutrition Services: are those thatare utilized to develop and monitor plans that
focus on the nutritional needs of children.
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8. Occupational Therapy: includes services that focus on the functional needs in
relation to play, sensory integration, motor and positioning.
9. Physical Therapy: includes those services that focus on sensorimotor
development, musculoskeletal status, neurobehavioral organization, perceptual and motor
development, cardiopulmonary status and environmental modification.
10. Psychology Services: are those that provide the administration of
psychological and developmental tests and other assessment procedures; interpretation of
test results; obtaining, integrating and interpreting information about a child's behavior;
assessing family conditions related to learning and mental health; the development,
implementation and managing a program of psychological services, including
psychological counseling for children and parents; family counseling; and consultation on
child development, parent training and education programs.
11. Service Coordination: are those services that include coordinating all services
among participating agencies, assisting families in gaining access to the services
identified in the IFSP, and the facilitation of a timely delivery of available services.
12. Social Work Services: those that include evaluating a family's living
conditions and parent-child interaction, social emotional assessments, family-group
counseling, and identifying and coordinating community resources to help a family
maximize Early Intervention services.
13. Special Instruction: includes those services designed to promote the child and
family's understanding of developmental levels and milestones, including cognitive
processing through the development of curriculum planning and implementation.
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14. Speech-Language Pathology: services that focus on identification and direct
treatment of children with communicative or oropharyngeal disorders and delays in
communication skills.
15. Transportation and Related Costs: includes the cost of travel (e.g. mileage, or
travel by taxi) that is necessary to enable a child to receive Early Intervention services.
16. Vision Services: those that provide evaluation and treatment of visual
functioning, including communication skills training, orientation and mobility training to
enhance independent living skills.

